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\e EE Oe 
WHEN THE DESIRE COMLTH 
ITISATREL OF LIEE 


SO YOWRE GOING TO THE BIENNIAL! 


PRING in Kansas City, and you 
will be arriving 
bus or air 


by car or train or 
-for the Biennial Convention. 
Perhaps you are a veteran of many 
Biennials. If so, you probably need no 
help in planning your time. Perhaps, 


however, this is your first one, and you 
are anxious to plan your week so that 
it will bring the greatest possible satis- 
faction without wasted effort. 


First of all, it is impossible to take in 
everything—no, not even if you are a 
delegate. Save some time on your 
schedule to see old acquaintances and 
meet new people. An interchange of 
ideas over the teacups between Miss 
Florida and Miss North Dakota is one 
of the very real values of a convention. 
Such an exchange challenges our com- 
placency, exposes our provincialism, and 
leaves us both chastened and inspired. 

“What meetings shall I attend?” is 
the convention-goer’s most perplexing 
question. Meetings that will broaden 
and enrich your professional outlook; 
meetings that will help you with your 
own job—that will help your community 
with its problems; meetings that will 
give you a glimpse into nursing fields, 


activities, and problems other than your 
own: 

With these general aims in mind, the 
following steps are suggested for orienta- 
tion during the first day: 
suitable for a 


clothes tem- 
range f 


with 
which 


1. Arrive 
perature 
degrees. 
tial. 


from 30 to 95 
A coat of moderate weight is essen- 


may 


2. The first step after getting settled at your 
hotel is to register at the Municipal Auditorium 
and secure a program. 

3. With program in hand, plan the week’s 
schedule. Save time for conferences with 
people you want to see, for visiting exhibits, 
and for unscheduled events which will be an- 
nounced on the bulletin boards. Wednesday 
afternoon is reserved for sight-seeing. Indus- 
trial nurses and school nurses are invited to 
visit local health services in their respective 
fields (see pages 258, 256). A reading of the 
entire program will regrets at having 
missed things you wanted to see and do. 


save 


4. If several delegates are attending from 
your locality, divide the responsibility for 
“covering” important events. 

5. Make a list of people you want to see; 
ascertain at the registration desk where they 
are staying; and make early appointments 
with them. Appointments with staff mem- 
bers of the National Organization for Public 
Health Nursing can be made at the booth, 
number 905. 
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6. Study the map on your program and 
locate meeting places. 

7. Inquire at one of the information booths 
about convenient and interesting places to- 
eat. It will save you time and trouble later. 

8. Watch the bulletin boards for announce- 
ments. The time and place of the N.O.P.H.N. 
demonstrations will be posted there and in the 
President Hotel. (See page 256.) 

In planning for your report to the 
group at home, it is helpful to keep in 
mind what you would like to hear from 
a returning delegate. Not a stereo- 
typed, chronological report, certainly! 
Wouldn’t you prefer a story that con- 
tains on the one hand color and sparkle, 
human interest, vivid impressions of 
outstanding personalities; on the other 


Each month there has been a steadily 
increasing number of magazines returned 
as undelivered. This is due to failure 
on the part of our subscribers to notify 
us of changes of address in ample time, 
and to leave forwarding postage with 
the Post Office at the old address. The 
undelivered magazines are returned to 
us by the Post Office at a cost of six 
cents each for the return postage. It 
has then been necessary for us to try to 
locate the subscriber through the old 
address, asking for the new address, so 
that the magazine might be remailed. 
And in many cases, the original maga- 
zine has been mutilated on its return 
trip so that a fresh copy must be sent. 

It is easy to see that two extra postage 
charges, frequently a second copy of the 
magazine, and correspondence to locate 
the subscriber—plus all the additional 
clerical work involved—have contrib- 
uted more than their fair share toward 
the deficit of the magazine each year! 
We have also found that in too many 
cases the magazine is not returned to us 
as undelivered but is held at the sub- 
scriber’s previous address—by some 
well meaning person—until it is called 
for or a forwarding request and postage 
are received. If the subscriber does not 
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hand highlights and trends that emerge 
from the meetings, important business 
that is transacted, a new perspective on 
what is happening in nursing today and 
whither it is going? If you agree that 
this is true, we venture to suggest that 
in place of voluminous note-taking you 
substitute a receptive mind, free dis- 
cussion with others, selective note- 
taking, and serious thinking in an effort 
to evaluate the events of the week. 

Fr. ?. 


Note: See also the following editorials in 
1936 issues of Pusrtic Heattn NursInc: 
“How to Enjoy a Professional Convention,” 
February, page 107; “Bringing Home the 
Biennial,” September, page 555. 


get in touch with her old address, fur- 
nishing forwarding postage, the maga- 
zine is not sent on and it is necessary 
for us to send a duplicate copy! 

So, because we feel that the expense 
involved in remailing or sending dupli- 
cate copies of PUBLIC HEALTH NURSING 
to subscribers is getting “out of hand” 
this notice will appear in May: 


When you change your mailing 
address be sure to notify PusBLic 
HEALTH NursInc, 50 West 50 
Street, New York, N. Y., allowing 
at least one month before the 
change is to take effect. With your 
new address please send us the old 
one. Copies that have been mailed 
to an old address will be forwarded 
by the Post Office if you will send 
forwarding postage to the Post 
Office. 


To those of you whose change of ad- 
dress will occur before the May maga- 
zine—won’t you please help us by send- 
ing your new address by return mail? 
The way has been paved in several past 
issues by a plea to our subscribers to 
send us their changes of address well 
ahead of time. We ask your codpera- 
tion! 

















Tuberculosis in the Child 


By MARION FRANKLIN LOEW, M.D.* 


Stressing four problems of public health workers in re- 
lation to childhood tuberculosis, this discussion initi- 
ates a series of articles on the control of tuberculosis 


UBERCULOSIS as it affects the 

child has certain features which 

make it quite different from tuber- 
culosis as it affects the adult, although in 
both cases the disease is caused by the 
same germ. In the child we think of 
the germ as attacking virgin soil; in the 
adult it usually attacks soil already sen- 
sitized by having been previously at- 
tacked. In the adult, tuberculosis is 
generally thought to be the result of a 
lung infection which has_ remained 
quiescent until excited into renewed 
activity. Though primary infection 
does occasionally occur in an adult, the 
reaction of the adult is different from 
that of the child. Hence the term pri- 
mary, or first-infection type, when ap- 
plied to the child; and reinfection, or 
secondary, as applied to the adult type 
of infection, which begins to show itself 
so frequently in adolescence. The reac- 
tion of the body to the invading organ- 
ism results in quite different pathology 
at different ages. 

In order to understand the mode of 
attack of tuberculosis in the child, a 
little of the anatomy of the lung must 
be recalled, and also the pathology of 
tuberculosis as it affects the child. The 
bronchial tree and lungs can best be 
compared to a tree with numerous 
branches, at the ends of whose smaller 
branches are the leaves. The trachea 


*Dr. Loew, who was formerly Supervisor 
of Tuberculosis Clinics of the New York City 
Department of Health, is now Assistant 
Director, Division of Maternity, Infancy, and 
Child Hygiene, New York State Department 
of Health, 


can be likened to the trunk of the tree; 
the right and left main bronchi to the 
two main branches that divide and sub- 
divide into smaller and smaller branches, 
ending in the air sacs of the lung, which 
can be likened to the leaves. These air 
sacs comprise the tissue of the lungs 
and constitute what is called the lung 
parenchyma. 

The air breathed enters the body by 
way of the trachea, and travels by way 
of the bronchi to these microscopic air 
cells of the lung where the interchange 
of gases takes place. Along with the air 
which enters the trachea, enter particles 
of dust or foreign matter small enough 
in size to be unnoticed in breathing. 
These particles, including germs, micro- 
scopic in size, which are inhaled with 
the air we breathe, travel by way of the 
trachea and bronchial tree, finally find- 
ing lodgment in the air cells or paren- 
chyma of the lung. 

Lymph glands are situated at strate- 
gic points throughout the body, and per- 
form their function in exactly the same 
manner whether they are near the sur- 
face or so deeply seated that they can be 
neither seen nor felt. Everyone is 
familiar with the painful and swollen 
glands in the groin following a foot or 
knee injury; those in the axilla or arm- 
pit following an injury to the fingers or 
arm; those in the neck following a sore 
throat or a badly decayed tooth. These 
glands, being near the surface, give vis- 
ible evidence of their functioning. 

The lymph glands that drain the lung 
parenchyma are situated in the space 
between the lungs, called the mediasti- 
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num, and lie in clusters beneath and to 
either side of the bifurcation of the 
trachea. Also at this level, the right 
and left main bronchi, along with the 
branches of the larger blood vessels and 
branches of the lymph vessels, enter 
each lung through what is known as the 
hilum of the lung. Because of their 
location these glands are called by 
several different mames used __inter- 
changeably—tracheal, bronchial, _ tra- 
cheobronchial, hilum, or mediastinal 


glands—and it is from the names of 
these glands that tuberculosis in the 
child has received so many of its names. 


PART PLAYED BY LYMPH GLANDS 


The most distinctive feature in tuber- 
culous disease in early childhood is the 
important part played by the lymphatic 
glands, due to greater functional activity 
and development of the lymphatic sys 
tem in early life. It was formerly 
taught that tuberculosis in children be- 
gan in the lymph glands. It is now 
known that the tubercle bacilli, when 
inhaled by the child, find lodgment in 
the parenchyma of the lungs, locating 
anywhere in the lung, but usually 
towards the pleural surface. As with 
any foreign body, they set up an irrita- 
tion causing inflammation in the lung, 
which creates a small caseous focus. 
The lymph bathing the inflamed area 
carries away the tubercle bacilli and 
other detritus, and deposits them in the 
adjacent lymph glands, which then be- 
come diseased. 

The original focus, which is often 
microscopic in size, may dry up entirely 
and disappear; may be replaced by 
fibrous tissue leaving a microscopic 
scar; or may leave a deposit of calcium 
resulting in a permanent scar visible on 
x-ray of the lungs. This is known as 
the “primary pulmonary focus of 
Ghon.” The brunt of the infection, 
however, is borne by the lymph glands. 
These glands are seldom involved in 
adult tuberculosis. 

Before the time of pasteurization of 
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milk in this country, and to this day in 
countries where pasteurization of milk 
is not compulsory, tuberculosis fre- 
quently has been contracted by the in- 
gestion of milk from tuberculous cows. 
Tuberculosis contracted in this manner 
(known as the bovine type of tubercu- 
losis) most frequently causes inflamma- 
tion of the mesenteric lymph glands, 
which are located in the region of the 
intestines. The breakdown of these 
glands causes a spead of the disease to 
other parts of the body and is the cause 
of much of the disabling bone and joint 
tuberculosis formerly seen in children. 
As bovine tuberculosis is becoming more 
and more of a rarity in the United 
States since the pasteurization of milk, 
this discussion will consider only that 
type of tuberculosis in children which 
is contracted by the inhalation of 
tubercle bacilli. 
SOURCE OF THE DISEASE 

If there is a child in a home in which 
there is an open case of tuberculosis— 
that is, an active case in which there 
are tubercle bacilli in the sputum—the 
child is in danger of contracting the dis- 
ease. The germs may be spread from 
the active case by droplet infection when 
the patient is coughing, sneezing, sing- 
ing, or talking; by the use of common 
eating and drinking utensils; and by 
tubercle bacilli in dust, if sputum con- 
taining tubercle bacilli is allowed to dry 
instead of being destroyed. The young- 
er the child and the more active the 
case, the greater the likelihood of intec- 
tion, as infection depends upon the 
power of the body to resist infection 
plus the size of the dose of the infecting 
organism. 

It is now generally conceded that 
tuberculous disease is only produced by 
living tubercle bacilli which gain access 
to the body after birth, and that con- 
genital tuberculosis due to the presence 
of tubercle bacilli in the sperm or ovum 
does not exist. Although it is theoret- 
ically possible for the infection to be 
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carried through the placental circulation 
in fetal life, such occurrences are so rare 
as to be of no practical importance. 
Susceptibility to infection by the tuber- 
cle bacillus may quite possibly be in- 
herited. 

When tuberculosis affects the thoracic 
glands in a child, causing them to be- 
come diseased, they tend to caseate and 
break down; and they may be the source 
of fresh infection, either local by con- 
tiguity, general by way of the blood 
stream, or as the result of the inhalation 
of softening caseous material from one 
part of the lung to another. This is a 
grave danger during the early stage of 
infection in children, but especially so 
in a child under six years of age. 


PULMONARY TUBERCULOSIS 


Pulmonary tuberculosis involving the 
lungs and thoracic glands is more com- 
monly the cause of death in a very 
young infant than in an older child. 
When tuberculosis is the immediate 
cause of death in later childhood, the 
disease is usually more or less general- 
ized, and miliary tubercles, caused by 
tubercle bacilli carried from the case- 
ating gland by the blood stream, may 
be present in several or in most of the 
internal organs; but the clinical features 
are usually those of tuberculous menin- 
gitis. 

Respiratory tuberculosis again is 
responsible for a high percentage of the 
deaths from tuberculosis beyond the age 
of fifteen. From the age of about six to 
early adolescence the prognosis in tuber- 
culosis is more favorable, as there is a 
greater tendency toward healing of the 
glands with deposition of calcium. 
Cases have been reported, in autopsies 
of children dying from causes other than 
tuberculosis, of the finding of living 
tubercle bacilli in such apparently healed 
lymph glands, but the fact that the 
death rate from tuberculosis is lowest in 
this age-group favors the belief that true 
healing takes place in the majority of 
cases. 
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To the public health worker there are 
four main problems to face in consider- 
ing tuberculosis in the child. They are: 
(1) the discovery or diagnosis of the 
case of tuberculosis in the child (2) the 
question of treatment of the case when 
found (3) the location of the source of 
infection (4) the prevention of further 
cases of tuberculosis. 


DIAGNOSING THE DISEASE 


Diagnosing of tuberculosis in the child 
is not easy as there may be few or no 
symptoms. The reaction to the initial 
infection may be so mild as to cause 
only a slight elevation of temperature or 
a general feeling of malaise of a few 
days’ duration, which may be completely 
missed by the mother at the time of oc- 
currence. The pathology in the lungs, 
unless advanced to the stage of tuber- 
culous infiltration, gives no evidence on 
physical examination, and detection of 
the disease in the glands is almost im- 
possible on physical examination be- 
cause of the density of the viscera lying 
in the mediastinum. 

How, then, are we to diagnose tuber- 
culosis in the child? It is quite evident 
that we cannot rely on physical exam- 
ination. To be sure, diagnosis is not 
the province of the nurse, but I know 
of no field in public health where a 
nurse’s knowledge and awareness can be 
of such great value as in disclosing 
tuberculosis, because a history of con- 
tact with an active case of tuberculosis 
is of prime importance in guiding one 
to another case. I should stress fatiga- 
bility as the only suggestive symptom in 
a child. Symptoms are usually as little 
to be depended upon as is the physical 
examination. 

There is only one certain way of diag- 
nosing tuberculous infection in a child 
and that is by a tuberculin test. Unfor- 
tunately even that is not infallible as 
there are certain circumstances when 
the reaction to the test cannot be relied 


upon. If the test is done within too 


short a time following infection with 
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tuberculosis, sensitivity may not have 
been established in the child’s body, and 
the reaction to the tuberculin test may 
be negative. The test, if repeated in 
that child within a few weeks, may be 
positive. A similar negative reaction 
may be obtained if the test is done dur- 
ing the course of or immediately follow- 
ing an acute infectious disease such as 
scarlet fever or measles, or during the 
course of a high fever from whatever 
cause. The test should never be given 
while the child is running an elevated 
temperature. The test is often negative 
during the terminal stage of acute mil- 
iary tuberculosis. 

Notwithstanding the enumeration of 
instances in which the test may be un- 
reliable, it is of tremendous value in 
diagnosing tuberculous infection in the 
child if one bears clearly in mind the 
fact that a positive tuberculin test is 
merely diagnostic of tuberculous infec- 
tion, not necessarily of active tubercu- 
lous disease. The diagnosis of active 
tuberculous disease in a child depends 
upon the clinical picture presented to 
the doctor, plus a positive tuberculin 
test, plus x-ray evidence of disease, if 
any. And therein lies the difficulty. 

X-ray of the chest of a child is by no 
means of as real importance as is the 
x-ray of an adolescent or young adult 
where it is of inestimable value for the 
detection of developing reinfection, or 
the clinical type of tuberculous lesions. 
The disease in the thoracic glands often 
does not show on x-ray until sufficient 
calcium is deposited to be visible, but 
even that does not present the true pic- 
ture. The gland may be only partially 
calcified whereas the remainder of the 
gland may be caseating and the source 
of spread of the disease. 


HOW TREAT CHILDHOOD TUBERCULOSIS? 


Having diagnosed a case of childhood 
tuberculosis, what is to be done in the 
way of treatment? For the child who is 
otherwise well and shows only a positive 
tuberculin test, no treatment is neces- 
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sary. If the child is in the active stage 
of the disease as determined by the 
physician, and especially if he is under 
six years of age, strict rest in bed until 
the x-ray picture is clear may prevent 
miliary tuberculosis. From the age of 
six to about fifteen, if there are no clin- 
ical symptoms of disease but only a 
reaction to the tuberculin test—whether 
there is x-ray evidence of infection or 
not—it has been found that the child 
handles the disease equally well whether 
put to bed at rest or allowed to continue 
his usual activities. It is my opinion 
that preventorium care for such children 
is unwarranted and that funds used for 
this purpose might better be applied to 
case-finding among contacts. The great- 
est danger to these children is the danger 
of continued exposure to the disease. 
CASE-FINDING AND PREVENTION 


The whole subject of tuberculosis in 
the child resolves itself into two problems 
as far as the health worker is con- 
cerned—locating the source of infec- 
tion, and preventing further cases of 
tuberculosis. To the child of school age 
who has been infected with tuberculosis, 
the risk of immediate, serious conse- 
quences is not great; but that child 
stands a greater risk of contracting the 
disease in later life than the child who 
has not been infected. This risk is 
greatly minimized if the child is ade- 
quately supervised and not exposed to 
reinfection. 

Case-finding among preschool children 
by means of the tuberculin test depends 
more on the cooperation of the private 
physician than on that of any other 
known health agency. And the pre- 
school reactor may lead us to the active 
case who has been the source of the 
infection in the child. Every effort must 
be made to find and treat the active 
case of adult tuberculosis so that he 
may be no further menace to his house- 
hold contacts and especially to those 
children who have already been infected 
with the disease. 
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In order to prevent further spread of 
the disease, every child who has had a 
tuberculous infection—that is, every 
child who reacts to a reliable tuberculin 
test—deserves to be kept under observa- 
tion until he has reached adulthood. He 
should not be treated as a sick child, 
and there should be no special routine 
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established other than that for any 
normal child; but he should be super- 
vised clinically once every year, with 
x-ray of the chest every year or every 
second year after the age of fifteen years, 
especially in those cases where there has 
been known close contact to an active 
case of tuberculosis. 





Rose Garden, Loose Memorial Park, Kansas City, Missouri 


THE BIENNIAL CONVENTION CITY 


From a trading post for Indian trap- 
pers to a city with a great Union Sta- 
tion, one of the five largest in the world 
and clearing almost 200 trains daily— 
this is the history of Kansas City, “The 
Heart of America,’ where we shall meet 
on April 24. Overshadowing the station 
is the famous Liberty Memorial in honor 
of the city’s war dead, rising after a 
succession of terraces to a height of 577 
feet from the Plaza proper. 

Kansas City is a living monument to 
those rugged pioneers—men and wom- 
en—portrayed by A. Phimister Proctor’s 
“The Pioneer Mother,” a_ sculptural 
group standing in Penn Valley Park. 
The more than 100 miles of continuous, 
beautifully landscaped highway within 
the city limits is very impressive. Com- 


ing into this network you are taken 
along Cliff Drive, carved out of huge 
limestone bluffs overlooking the Mis- 
souri River, then into Kersey Coates 
Drive overlooking the Missouri “Big 
Muddy” and Kaw River Basins. Beau- 
tiful Swope Park with 1400 acres of 
woodland, three golf courses, a zoo, and 
beautiful lakes beckons you along this 
drive. 

Those of us who like to shop in other 
cities will find that Kansas City’s inter- 
esting shopping district centers around 
the world-famous Petticoat Lane. 

The William Rockhill Nelson Gallery 
of Art will interest many. It houses a 
collection of paintings by such masters 
as Titian, Rubens, Goya, Velasquez, and 
Gainsborough. 





The Essential Features of Poliomyelitis 


By T. CAMPBELL THOMPSON, M.D. 
Hospital for Ruptured and Crippled, New York, N. Y. 


The later treatment 


and _ rehabilitation 


should pro- 


vide the best possible conditions for the recovery of 
the motor nerve cells which have not been destroyed 


Part Il—The Convalescent Stage 


S SOON AS the fever has sub- 
sided, the danger of further 
paralysis has passed. The patient 
is no longer acutely ill and there is a 
general feeling of relief that the disease 
has not been fatal or the paralysis more 
extensive. It is not difficult to obtain 
cooperation of patient, parent, doctor, 
and nurse during the acute illness, but 
it is the care during the ensuing months 
and years that determines the extent of 
recovery. Only by obtaining and main- 
taining this coéperation can the best 
possible result be secured. Some one 
person should be selected by the patient 
or his family to outline the treatment, 
check it from time to time, and_ in 
reality, assume responsibility for his 
entire future. This person is usually 
and preferably an orthopedic surgeon 
who has special knowledge of this dis- 
ease and the time and interest to devote 
to the patient in question. In circum- 
stances where such a surgeon is not 
available, the family doctor, or the dis- 
trict nurse or even an intelligent parent 
must assume this duty. Treatment, to 
be of any use, must be intelligently 
directed and thoroughly carried out. 
Rarely, if ever, can this treatment all 
be done by one person. The parents, 
the nurse, the physical therapist, the 
teacher, the bracemaker, the surgeon, 
and above all, the patient must under- 
stand the necessity for this long and 
tedious treatment. The object is to pro- 
vide the best possible conditions for the 


recovery of the motor nerve cells which 
have not been completely strangled. 
This recovery may continue for a num- 
ber of years and these ideal conditions 
should be maintained, until there has 
been no further improvement for a 
period of months. A trained observer 
should check the extent of recovery every 
few weeks by a thorough examination. 
Each muscle or muscle group is graded 
accurately as normal (full strength), 
good (contracts against gravity and re- 
sistance), fair (contracts against grav- 
ity), poor (contracts but not against 
gravity), trace (muscle can barely be 
felt to contract), or absent. If under 
favorable conditions there has been no 
improvement in three successive muscle 
examinations, recovery has _ probably 
gone as far as it will. 


CONDITIONS FAVORING RECOVERY 


It is well for the patient and parent 
to understand that nature is performing 
a long, tedious task of restoration of 
injured nerve cells and redevelopment of 
weakened muscles and that everything 
must be done to aid Mother Nature. 
Most important of all is to persist with 
the doctrine of rest. It 1s by far the 
most beneficial of all forms of treatment 
and should be continued for months or 
even years. The danger of overtiring a 
weakened muscle must always be kept 
in mind. Many good forms of treat- 
ment do irreparable harm because they 
are overdone. During this long con- 
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valescent period the main objects are to: 


1. Rest all affected muscles 

2. Prevent contractures of stronger muscles 
3. Stimulate circulation 

4. Reeducate weaker muscles 


REST 


Bed rest should always be continued 
after the acute stage until the muscle 
soreness has disappeared. If there is 
much weakness in the trunk muscles or 
lower extremities it should be continued 
for some months. While in bed all 
affected parts are supported by splints 
or casts. A cradle is used to keep the 
bedclothes off the feet. Foot-drop is 
prevented by wire splints which support 
the feet. The knees are usually held in 
the fully extended position to encourage 
recovery of the quadriceps muscles. The 
patient is not allowed to sit up, so that 
the gluteal muscles will not be stretched. 
If the back or abdominal muscles are 
weak, a simple canvas jacket is applied 
to support them. When the deltoid 
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Figure 1. 


alyzed patient in the 


POLIOMYELITIS 


muscles are weak, the are 
ported in abduction on wire splints. 
When the opponens pollicis (for oppos- 
ing the thumb to the finger) has been 
affected, a small brace is applied or the 
hand can be held in the natural grasping 
position by a single band of adhesive 
tape around it. If an entire extremity 
is paralyzed the most important muscles 
are favored. The “anatomic” 
with the legs extended and the arms ab- 
ducted (outstretched to the 
should be maintained. This favors the 
antigravity muscles—the deltoids, the 
gluteals, the quadriceps, and the gas- 
trocnemius. (Fig. 1.) 
PREVENTION OF CONTRACTURES 


arms sup- 


pe sition 


sides ) 


Every muscle in the body has its an- 
tagonist. If one muscle is paralyzed, its 
antagonist contract. This 
stretches the weakened muscle and pro- 
duces a contracture. These contractures 
may cause deformities which are com- 
pletely disabling. Untreated cases of in- 


tends to 


Diagram showing proper position for par- 


acute convalescent stage 
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Figure 2. Patient Sitting 


Extensive paralysis without treatment. 
Severe deformities of spine, hips, knees, 
and feet resulting from lack of support 


fantile paralysis often have many severe 
deformities such as fixed flexion of the 
hips, flexion contracture of the knees, 
or scoliosis (lateral curvature of the 
spine). (Fig. 2.) Allowing the patient to 
curl up in bed and sit up too soon or 
without support is the commonest cause 
of these distressing results. A long series 
of manipulations or operations may be 
avoided if these deformities are prevent- 
ed. The supports and braces used to 
protect the weak muscles at the same 
time aid in preventing contractures. The 
remaining strong muscles which are un- 
resisted and tend to shorten up should 
be stretched daily. In spite of support 
to the weak muscles and stretching of 
the strong muscles, deformities some- 
times develop which require radical 
treatment. Paralytic scoliosis, for in- 
stance, cannot be entirely prevented. 
When the patient is allowed up, the 
weak parts are supported with braces. 
If no further recovery takes place these 
braces may be continued for life, unless 
operative procedures may be possible 
later to eliminate their use. In the arm 
the “aeroplane” splint is used to prevent 
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stretching of a paralyzed deltoid. Body 
braces and jackets are used to support 
the abdominal and back muscles and to 
prevent scoliosis. A long caliper brace 
will lock the knee in full extension so 
that it can bear weight even if the 
quadriceps is paralyzed. Short lower 
leg braces are designed to prevent foot- 
drop, calcaneus, varus, and valgus de- 
formities of the foot. All of these braces 
are makeshifts and are far from satis- 
factory but they allow many patients to 
walk who could never do so without 
them. They must be made by a trained 
bracemaker and fitted by someone who 
understands just what they are intended 
to do. 


IMPROVEMENT OF CIRCULATION 


Normal muscle action requires ade- 
quate blood supply. In paralyzed ex- 
tremities there is little muscle action so 
that the blood supply is greatly dimin- 
ished. The extremity is thin, white, and 
cold. It does not grow normally and 
The 


painful chilblains may develop. 
simplest and most effective stimulant to 


circulation is warmth. Paralytic pa- 
tients do better in warm climates. 
Woolen socks and heavy underclothes 
should always be used in winter. 
Probably all of the benefits derived 
from massage are due to the increased 
circulation which is produced. This 
can be done by very gentle stroking 
(effleurage) and should never be deep 
kneading which will cause muscular 
fatigue. Electrical treatments to stim- 
ulate the circulation are contraindi- 
cated because of the danger of over- 
tiring of muscles. Warm packs in the 
first few weeks and warm baths for short 
periods after the muscle soreness has 
gone improve circulation greatly. These 
treatments also have a very good psy- 
chological effect on the patient but he is 
apt to be so enthusiastic that he may 
overtire himself. 


MUSCLE REEDUCATION 


Muscle reeducation is the most useful 
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form of physical therapy. The disease is 
not in the muscles but in the cells con- 
trolling the muscles. These cells (at 
least those which have not been killed) 
must learn again to take up their func- 
tions. This can only be done by care- 
fully supervised, often repeated, volun- 
tary efforts by the patient himself to 
move those muscles controlled by the 
affected cells. Recovery depends en- 
tirely upon the patient’s ability to re- 
establish nervous connection between 
the motor area of his brain and the 
paralyzed muscles. No external treat- 
ment in the form of massage, baking, 
electricity, or “magic baths” can take 
the place of these repeated voluntary 
efforts. These efforts must be super- 
vised or the patient may unconsciously 
cheat by substituting good muscles for 
the paralyzed ones. They are often 
more successful if the effect of gravity is 
eliminated. This can be done by plac- 
ing the extremity upon a polished board 
or by giving the exercises in a bath. 


THE CHRONIC STAGE 


After two or three years of conva- 
lescence the patient shows no further 
signs of recovery. He has completely 
or partially recovered and there will 
probably be little further improvement. 
If he has been neglected, however, a 
period of careful, conservative treatment 
should always be tried before operations 
are undertaken (Fig. 3). The amount 
of paralysis may be very slight or very 
extensive. A careful evaluation of his 
capabilities and possibilities should be 
made. Can he ever be made to walk? 
Is it worth a long period of hospitaliza- 
tion with several operations to make him 
walk poorly with crutches and braces? 
What sort of work can he do? Are the 
funds available for the necessary period 
of hospitalization? Will the patient 
codperate? Each individual must be 
considered very carefully. If the pa- 
tient is of age he should always be con- 
sulted about the program to be under- 
taken. His education and vocational 
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training are of very great importance. 

The various operations which are 
done in an effort to restore these per- 
manently paralyzed patients are so 
numerous that they cannot all be de- 
scribed. They can be classified how- 
ever as: 


1. Operations to correct deformities 

2. Muscle transplantations to restore 
muscle balance 

3. Operations to restore stability 


In the first group the simplest type 
are manipulations under anesthesia to 
correct deformities of the foot, knee, 
and hip. Tenotomies (cutting of con- 
tracted tendon) may be done of the 
tendo Achillis (heel cord) or the adduc- 
tor muscles if these are badly contract- 
ed. Osteotomies may be done anywhere 
in the lower extremities to correct align- 
ment, as the legs must be straight in 
order to support the body weight. 
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Figure 3. Chronic stage. 


Extensive residual paralysis of one arm 
and one leg. The paralyzed parts show marked 
atrophy and poor circulation. Function is poor 
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If a single muscle or muscle group has 
been paralyzed, it may be possible to 
transplant one end of one of the good 
muscles so that it takes the place of the 
paralyzed one. This type of operation 
must often be combined with one to 
correct deformity or provide stability. 
Muscles in the hand can be used to 
replace the paralyzed opponens pollicis 
which is so useful in grasping objects. 
The biceps femoris, which is a flexor of 
the knee, can be transferred into the 
patella (knee-cap) to act as an extensor 
and aid the paralyzed quadriceps. Nu- 
merous muscle transplants can be done 
in the foot but they are usually 
bined with a stabilizing operation. 

These stabilizing operations are 
satisfactory. When a person has no 
control over a joint, the motion in that 
joint is useless. In a weight-bearing 
joint this uncontrolled motion is so dis- 
abling that it must be eliminated before 


com- 


most 






Patient unable to sit or stand. 
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Figure 4. 


Left: severe scoliosis due to paralysis of the abdominal and trunk muscles. 
(Tracing of x-ray) Right: 
after correction of curvature and spinal fusion (in three stages). 
inches taller and able to stand and walk unaided. 


(Concluded) 


NURSING Vol. 30 
the patient can walk without a brace. 
Arthrodesis or fusion of a flail-joint in a 
position will provide stability, 
eliminate pain or weakness, and allow 
the patient to get about with less effort 
and more security. For scoliosis due to 
severe paralysis of the abdominal and 
back muscles spinal fusion is the only 
satisfactory method of treatment (Fig. 
4). In the upper extremity, arthro- 
desis of the shoulder is used for paraly- 
sis of the deltoid. 

Thus it will that the com- 
plete treatment of poliomyelitis varies 
greatly in the different stages, and re- 
quires the utmost patience on the part 
of all concerned. Although the degree 
of paralysis depends largely upon the 
extent of the original injury to the 
spinal motor cells, the extent of recovery 
depends upon the careful and thorough 
treatment for years following the acute 
attack. 


good 


be seen 


same patient 
Several 
(Tracing of x-ray) 




















The Prevention and Treatment of Deafness 


By GORDON BERRY, M.D. 


Worcester, Massachusetts 


The nurse can teach hygienic measures to prevent ear com- 
plications, urge expert treatment if they occur, and help 
the deaf to seek adjustments which will lighten the burden 


EAFNESS is a universal ill. Fig- 
D« range from six to ten million 

for those so afflicted in the United 
States. To clarify our discussion we 
may arrange these into two groups: the 
deaf, and the hard-of-hearing. 


THE DEAF 


We apply the term deaf to those who 
have suffered a marked hearing impair- 
ment early in life, before they have 
learned speech. Personality is not yet 
developed; education has not been 
begun. Here is a tragedy, for the indi- 
vidual and for the family. 

How are these cases discovered? A 
quick and observant nurse is frequently 
the first to find them. Think of the baby 
as mentally alert but with its hearing 
partly or wholly destroyed. How would 
one expect it to act? It would use its 
eyes more; it would delight less in a 
rattle; it would not respond when spoken 
to unless some motion accompanied the 
speaking. If very deaf, it would not be 
wakened by a loud noise near it while 
sleeping, nor turn its head nor wink if 
such a noise occurred behind it while 
awake. 


How is deafness caused? 

There are three factors: Heredity is 
one cause of deafness. These children 
are born deaf and are called congen- 
itally deaf. Any severe toxic disease is 
another cause, in which the toxemia 
paralyzes the acoustic nerve.* This may 
come from meningitis, mumps, scarlet 





*See review of anatomy of the ear, page 223. 


fever, or syphilis; and occasionally from 
measles, influenza, or diphtheria. Poi- 
soning drugs are included here. The 
salicylates are suspected, and a number 
of authentic cases have been collected 
where quinine administered to a sensi- 
tive pregnant mother caused deafness in 
the baby. Also in this group come the 
traumatic forms, caused by extremely 
loud noises or by a violent boxing of the 
ears. The third cause appears in severe 
suppurative forms which involve the 
middle ear and adjacent structures, with 
destructive consequences. 


Nature of the deafness 

In most of these children the acoustic 
nerve suffers the chief damage. It is 
the internal ear that is involved. This is 
called nerve (or perception) deafness. 
Once this nerve paralysis has taken 
place, the chances for a return of the 
acoustic function are poor. Otological 
efforts are directed along the lines of 
preserving and utilizing what is not in- 
jured, and in avoiding complicating in- 
fections and nasal obstructions which 
will put a greater load on the already 
weak nerve. 


How can deafness be prevented? 

The only means of prevention of the 
hereditary forms of deafness is to dis- 
courage intermarriage, and the resulting 
offspring, among adults who have con- 
genital deafness. There are perhaps 
120,000 deaf in the United States, and a 
considerable proportion have the con- 
genital form. In the toxic and suppura- 
tive types, the nursé can help greatly. 
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She can codperate with the doctor in 
controlling an acute toxic disease. She 
can urge the parent to have a prompt 
and careful otological examination when 
the baby is fretful and has a fever of 
unknown cause, perhaps with some 
nasal snuffles and blocking of the nasal 
passages. Many acute earaches are not 
diagnosed in time simply because we 
wait for the symptoms to be pointed out 
to us. And all the time, the baby is 
trying to tell us it has an earache. Its 
objection to a gentle pulling of the lobe 
of its ear is a useful sign. And when 
there is doubt, it is better to make a 
small sterile incision in an eardrum 
which will heal promptly than to hazard 
the hearing or even the life by undue 
delay. 

Supposing the doctor has done all that 
can be done and deafness remains, what 
then? Manifestly an early discovery 
and a frank facing of the trouble are 
important. The nurse can help the 
mother to plan its education. She can 
suggest that the mother write to the 
Volta Bureau in Washington, D. C., for 
directions concerning its early vocabu- 
lary training. At three to five years of 
age the child can be considered for ad- 
mission to a school for the deaf. Each 
state has such a school, and there are 
day schools for the deaf in many com- 
munities. Our total number of these 
deaf school children is about 20,000. 
Lastly, and most important, the nurse 
can be counsellor and friend to the par 
ents. They sorely need assurance that 
there is a way out. 


THE HARD OF HEARING 


The term hard of hearing or hypa- 
cusic is applied to those who lose some 
or most of their hearing after speech has 
been acquired. Character and person- 
ality have been developed; even if pro- 
found deafness finally comes, sound 
memory is present. Here we distin- 
guish nerve (or perception) forms and 
catarrhal (or conduction) forms. Fre- 


quently combinations of both forms 
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occur in the same person, but with more 
emphasis on one. Either form may be 
acute or chronic; and in the child or in 
the adult. 


Nerve ( perception) deafness 

This has been discussed above. Given 
any profound toxic disease (meningitis, 
mumps) or severe noise trauma (gun- 
fire, riveting), nerve deafness may occur 
in the child or in the adult. Added to 
these may be senile changes in the 
acoustic nerve when one passes fifty. 
Such senile changes will aggravate an 
existing hearing impairment, or cause it 
in varying degree. 

The diagnosis of nerve deafness is 
determined by the hearing test. In pure 
nerve deafness, the conduction apparatus 
takes the sound waves as far as the 
cochlea but there the paralyzed acoustic 
nerve is unable to pick them up and 
carry them to the brain. The middle 
ear is healthy. The internal ear is dam- 


aged. High tones are harder to hear 
than low tones; the ability to hear 


tuning-fork or other sounds through the 
bones of the skull is decreased; one’s 
own voice sounds muffled; it is harder to 
hear in noisy surroundings, or over the 
telephone. 

Treatment consists in removing all 
causative factors (irritating drugs and 
foods, acute toxemias, chronic foci of 
infection, nerve exhaustion, loud noises), 
and in seeking local and general nerve 
rest. Lip-reading, if acquired, compen- 
sates for the incurable forms. Electrical 
hearing aids are like telephones and 
benefit less; extreme forms prefer some 
kind of trumpet app'iance to hear with. 


Catarrhal (conduction) deafness 
Catarrhal (conduction) deafness in its 
pure form is a condition where there is 
some obstruction in the transmission of 
the sound to the internal ear. The 
nerve, or perception, apparatus is 
healthy; the conduction mechanism is at 
fault. This obstruction may be a re- 
tracted or scarred or perforated ear- 
drum; adhesions or fluid in the middle 
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ear; or fibrous or sclerotic changes 
about the ossicles. There is a block 
somewhere along the line. 

The symptoms and hearing test offer 
a clear-cut differentiation. Here, in con- 
trast to nerve (perception) deafness, 
high tones are easier and low tones 
harder to hear; bone conduction is in- 
creased; one’s own voice sounds loud; 
it is relatively easier to hear in noisy 
surroundings, or over the telephone. 

Treatment consists in using every 
agency to eliminate this conduction 
block. Of course obstructing wax or a 
foreign body should be removed. Any 
suppurative process should be cleared, 
and any perforation or binding adhe- 
sions eliminated insofar as is possible. 
The aim is to reduce middle-ear infec- 
tions and congestions and create so 
favorable and normal a condition that 
the intact drum membrane and connect- 
ing ossicular chain will be in the best 
position to transmit incoming sound 
waves. Sometimes inflations are em- 
ployed to foster this end. Or operative 
work in the nose and throat may be ad- 
vised in order to create a healthy con- 
dition in the eustachian tube. For good 
hearing, a balancing air pressure should 
enter at will through this tube. Failure 
to provide this balance pulls the ear- 
drum out of its best position for sound 
transmission. 

Recurring colds; nasal allergy; septal 
or adenoid obstructions; nasal and para- 
nasal sinus, throat, and tooth infec- 
tions—each or all may need correcting 
before the harmful eustachian-tube con- 
gestion is relieved and the ear-conduc- 
tion mechanism is working at its best. 
And the earlier the corrections are made, 
the better is the chance of ultimate 
good hearing. One of the prime reasons 
for universal hearing tests in the public 
schools is this earnest effort at early 
discovery. Early diagnosis permits 
remedial measures before chronic patho- 
logical changes have time to develop. 
Adjustments 

Some ears progress to varying degrees 
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of deafness in spite of every effort. 
These cases must be helped to seek the 
adjustments that so lighten the burden. 
Here can be applied the lip-reading in- 
struction and the electrical hearing aids 
which are so helpful, and which are dis- 
cussed in an able article by Eliza C. 
Hannegan.* Further details can be se- 
cured by writing to the headquarters of 
The American Society for the Hard of 
Hearing, 1537 35 Street, N.W., Wash- 
ington, D. C. 

A nurse can help greatly, not only by 
her efforts toward the control of colds 
and infections, but by her assurance and 
optimism which will give the hypacusic 
patient a helping hand just when he 
most needs it. She can do yet more. 
She can stimulate the effective use of 
the national and local agencies which 
are laboring so valiantly for these 
handicapped. 

Deafness is a pretty broad subject to 
cover in one short article. Certain 
phases which are especially significant 
from the standpoint of nursing care and 
teaching deserve emphasis. Three sub- 
jects will be discussed: (1) the irrigat- 
ing of ears (2) the effect of allergic 
irritants (3) the results of swimming. 


EAR IRRIGATIONS 


When an acute ear ruptures or is 
opened, the discharge is thin at first. 
Syringing is not needed at this stage, 
and might add a fresh infection to the 
one already present. As the discharge 
becomes thicker, it has more difficulty 
in escaping through the small perfora- 
tion. Irrigating offers three helps at this 
point. It will remove the blocking pus 
from the canal and drum; it will work 
through the perforation just a little and 
so make thinner the pus in the middle 
ear; it applies local heat to the engorged 
tissues. This is all that is asked of 
irrigations. 

A normal saline or a saturated boracic 


*Hannegan, Eliza C. “The Adult Who Is 
Hard-of-Hearing.”” Pusric HeEALtH NursIno, 
March 1938. 
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acid solution is usually employed. A 
little soda may be added if the pus is 
stringy with thick mucus. The solution 
should be as warm as the patient can 
comfortably bear (99° to 104° F. at the 
nozzle). The heat delivered right at 
the drum has therapeutic value, and 
moreover a cold solution may make the 
patient dizzy. If the doctor desires the 
effect of local heat, a pint of the solution 
may be required, and occasionally its 
repetition as often as every two hours 
is ordered. 

A small rubber ear syringe will an- 
swer, but an irrigating can suspended 
about one foot higher than the ear is 
more effective. The patient should be 
protected so that escaping water will be 
caught. 

If the reader will place his left little 
finger into his left ear, he will feel the 
movable cartilaginous canal and the firm 
bony canal at the inner end. At the 
same time, pass the right hand over the 
head, and grasping the upper edge of 
the auricle, lift it up and back. The 
left little finger in the ear will now feel 
the tortuous ear canal straighten out. 
This explains our next rule: When irri- 
gating, the crooked ear canal should be 
straightened out, thus permitting easier 
access. 

The flow should be even, and not 
forced. Undue pressure may cause ver- 
tigo; and adds the possible hazard of 
pushing infected fluid through the drum 
perforation and back into the mastoid, 
or inwards through the eustachian tube 
to the nasopharynx. The nozzle of the 
syringe should be small but not sharp 
ana should be held in place gently. The 
outer part of the canal is syringed first 
to cleanse away infected outer dust or 
dirt, and to accustom the ear to the sen- 
sation of heat. The stream of water 
should be small and should be directed 
along one side of the canal, in the same 
axis as the straightened-out canal. This 
permits the water to pass deeply along 
one wall, and provides room for a return 
flow along the opposite wall. On com- 
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pletion, the occasional smearing of vase- 
line about the external auditory meatus 
protects the skin from the irritating pus. 


NASAL ALLERGY 


Nasal congestions have much to do 
with ear troubles, for the eustachian 
tube is really part of the nose and is 
lined with a similar-mucous membrane. 
A frequent cause for these nasal conges- 
tions is nasal allergy (vasomotor rhini- 
tis or hay fever). Some near or remote 
irritant causes the mucous membrane to 
swell in a characteristic watery edema. 
This irritant may be some animal or 
vegetable dust, or a food to which the 
individual is sensitive. Sudden tempera- 
ture changes or gas fumes or bacterial 
products may do it. A skin rash may 
accompany the nasal reactions. The 
importance for this particular discussion 
is to remember that such allergic phe- 
nomena are very frequent, and that their 
discovery may prove the secret that will 
solve the whole problem. 

It takes patience and perseverance to 
find the cause. A trained observer such 
as a nurse can sometimes do more than 
the mother or doctor. The most fre- 
quent offending foods are egg, milk, 
wheat flour, and fish. Of the pollens, 
the trees in early spring, the grasses in 
early summer, and ragweed in early fall 
are the worst. In this same group come 
certain face powders. Domestic animals 
usually furnish the animal dust, to which 
feathers, kapok, and carpet dust must 
be added. Once the irritating source is 
found and eliminated, much if not all 
of the nasal congestion vanishes. Sleep- 
ing in a cold room und drafts aggravate 
the condition. Skin tests help to dis- 
cover the cause, but trial and error ac- 
companied by keen observation will do 
more. Remember that the idiosyncrasy 
tends to run through a family. 


SWIMMING 


Swimming is a fruitful source of para- 
nasal sinus and ear troubles. Our nasal 
mucous membrane was made for air, not 











April 1938 






for water, and repeated immersion tends 
to leave the nasal tissues and the linings 
of the connecting sinus chambers swollen 
and waterlogged. If a slight nasal in- 
fection is present when one goes in 
swimming, it may be flushed through all 
the sinuses and eustachian tubes, and 
have trouble in draining out by reason of 
the waterlogging. The lowering of the 
body temperature which always results 
from such prolonged immersion intro- 
duces yet another unfavorable factor. If 
a boy has hay fever, swimming under 
water cannot help but make it worse. A 
nurse should urge a child not to swim or 
dive if he has hay fever, or an acute 
cold, or a sinus or ear infection. 

Tank swimming seems the worst. For 
some people the purifying chemical fur- 
nishes an allergic irritant; for others the 
fact that such swimming takes place 
more often in winter results in chilling 
both during swimming and on the way 
home. It is strange there is not more 
trouble from winter-tank swimming. 

Fresh water is more irritating to the 
nose than salt water; also usually not as 
clean. But when playing on the beach, 
sand is likely to get into the ears; and 
infections of the ear canal are a frequent 
result in salt-water bathing. Repeated 
immersion and then coming out to dry 
off constitute another source of colds. 
The process of the evaporation of water 
from the wet surface of the body creates 
a drain on the body heat. In extreme 
cases, the skin looks blue and _ the 
muscles quiver. The nurse should urge 
the susceptible child to play and sun 
himself on the beach first, taking the 
swim at the end. He should then rub 
vigorously with a dry towel and dress 
warmly, rather than stand in the cooling 
wind to dry off. 

The conscientious nurse will urge such 
hygienic measures as will prevent ear 
complications. If ear complications do 
come, she will insist that they be treated 
promptly and expertly and persistently. 
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She who advises wisely will help her 
patient to correct or avoid ear trouble, 
and lighten or even prevent the deafness 
which has been discussed. 





The Anatomy 

A brief review of the anatomy of the ear is 
given for those who would like to refresh 
their memory. We distinguish three struc- 
tures in the ears: the external ear, the middle 
ear, and the internal ear. 

The external ear consists of the auricle, 
which collects the sound waves and directs 
them along the external auditory canal to the 
impervious thin drum membrane at a depth 
of about an inch. 

On the inside of this drum is the middle ear. 
This is an air-filled cavity that can hold four 
or five drops of fluid. Above and backwards 
is a small chain of bony cells leading to the 
mastoid bone. Inwards and forwards is a 
narrow passageway opening into the naso- 
pharynx. This is the eustachian tube, which 
is normally closed but should open at need, 
during swallowing or yawning, thus equalizing 
the air pressure on both sides of the tense but 
movable drum membrane. To this drum is 
attached one end of a continuous chain of 
tiny bones (the ossicles) and the other end is 
fastened to a window in the bony internal ear 
chamber (the cochlea). When sound waves 
vibrate the drum membrane and the ossicles, 
the attachment at this window also moves 
and starts sound waves going through the fluid 
in the cochlea. 

The internal ear contains the cochlear cham- 
ber with its fluid and also the three semi- 
circular canals which have to do with equi- 
librium. Floating in the cochlear fluid is the 
spirally placed acoustic nerve with its many 
delicate nerve ends. We can think of it as a 
piano keyboard coiled up in a snail-like cavity. 
Each key is tuned to a certain tone, and the 
key strikes when this tone echoes through the 
chamber. Each striking key is connected by a 
nerve filament passing up the acoustic nerve to 
the brain. The many nerve stimuli that 
thus travel up the acoustic nerve are inter- 
preted in the brain cortex as noise, or conver- 
sation, or music. With this mechanism clearly 
understood we can readily see how these 
sound stimuli may be interrupted and so cause 


deafness for the deaf and for the hard-of- 
hearing. 
Epitor’s Note: This is the second in a 


series of articles on various phases of the 
problem of deafness, prepared by specialists 
in this field. 


The Public Health Nurse 
and Orthopedic Nursing Care 


By DOROTHY J. CARTER, R.N. 


General Director, Community Health Association, Boston, Massachusetts 


Orthopedic nursing care, important as it is, constitutes 


only a part of 


the service 


that the public health 


nurse renders to the orthopedic patient and his family 


OES the public health nurse have 
|) a contribution to make to the care 
of the crippled child and the or- 

thopedic program? If twenty years of 
experience in one public health nursing 
organization can be used as a guide, one 
can say with firm conviction, “Yes.” 

The care of the crippled child in the 
Boston Community Health Association 
was initiated by an emergency situa- 
tion—the infantile paralysis epidemic 
of 1916. With the large number of 
cases suddenly thrust upon an unpre- 
pared community and the prospect of 
years of intensive treatment and after- 
care before them, the authorities turned 
to the agency in the city that for years 
had been caring for the sick in their 
homes. 

The visiting nurse knew how to enter 
a home, how to establish a friendly re- 
lationship with the family, how to give 
individual service to the patient, how 
to teach the family and help them to 
adjust to illness. What she did not 
have in this instance was the specific 
training in physical therapy needed for 
the follow-up treatment of poliomye- 
litis. This she could acquire, however, 
and a few nurses who had been on the 
staff for a number of years were given 
this special preparation. They returned 
to the staff and initiated the program of 
home treatment and supervision,of the 
infantile paralysis cases. 

Later a plan was worked out whereby 
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each year one or two nurses were re- 
leased to take a short intensive course 
in physical therapy and to return to act 
as orthopedic nurses in their districts. 
Thus a small corps of specially prepared 
nurses was built up to serve as a nu- 
cleus for the orthopedic program. 


SERVICE A GRADUAL DEVELOPMENT 


Gradually, too, the care of other 
orthopedic conditions was added to the 
service. While we usually think of the 
poliomyelitis work as constituting the 
largest part of the program, we are 
always surprised on taking a census 
to find how many other orthopedic 
cases are under care. On the first day 
of January, 1937, for instance, we had 
on our records 401 active cases which 
were receiving orthopedic nursing 
treatment. Of these only 210 were 
poliomyelitis cases; the others included 
fractures, arthritis, cerebral hemor- 
rhage, obstetrical paralysis, muscular 
atrophy, osteomyelitis. club-foot, pro- 
nated feet, torticollis. and scoliosis. 
Just as we have gradually added 
these other conditiors to our case load, 
so, over the years, the orthopedic 
nurses have gradually passed on to the 
rest of the staff an appreciation of 
orthopedic nursing care. At first this 
was largely an unconscious process, but 
of later years it has been very much a 
conscious one, with a definitely planned 
program of staff education in ortho- 
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pedic conditions under the leadership 
of our orthopedic nursing supervisor. 
At present we have 10 orthopedic 
nurses to a staff of approximately 140 
nurses, who are distributed through the 
various districts of the association, and 
their activities are as follows: 


1. To care for all the infantile paralysis 
cases in their districts. 

2. To give nursing care as needed and gen- 
eral health supervision in those families which 
they are carrying for poliomyelitis after-care. 
This may mean such services as antepartum 
care to the mother, correction of defects of 
other children, and instruction in diet. 

3. To carry a small district of their own 
for general service, similar to the other staff 
nurses, depending on how heavy the infantile 
paralysis case load is. 

4. To act as consultants to the other nurses 
on orthopedic problems. 


The general staff nurse, on the other 
hand, is now carrying any orthopedic 
case that occurs in her district with 
the exception of infantile paralysis. 
The orthopedic nursing supervisor 


demonstrates the treatment to the gen- 
eral nurse and gives her close super- 


vision. Occasionally the general nurse 
has even carried an infantile paralysis 
case under close supervision. Thus the 
objective has been to make the program 
a truly generalized one. 

The orthopedic nursing supervisor 
directs the educational program in 
orthopedic care, supervises both the 
orthopedic nurses and the general staff 
nurses, and acts as a liaison between 
our agency and the various orthopedic 
clinics which refer cases to us. 

Some examples will serve to illustrate 
the types of cases we have carried. 


A POLIOMYELITIS CASE 


Johnny Harris was only eleven months old, 
one of twin boys, when he was stricken with 
infantile paralysis, which left him completely 
paralyzed in both arms and legs and in the 
respiratory muscles. His father died suddenly 
of pneumonia several months later, leaving 
Mrs. Harris with the two children to care for 
and support—one of them a helpless paralyzed 
baby. For five years our orthopedic nurse 
visited that home, giving intensive massage 
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and exercise to Johnny, seeing that he 
taken back to clinic periodically, watching 
one by one some of the more important mus 
cles being restored, helping to keep up his 
mother’s courage and morale as she strug 
sled to keep the family going. Last vear we 
were rewarded by seeing Johnny, aged six, 
enter the crippled children’s school—wearing 
braces, it is true, but with every expectation 
of taking his place with other children of his 
age. 


was 


It would have been exceedingly diffi- 
cult if not impossible for Mrs. Harris 
to take this boy to clinic regularly for 
treatment or to continue to give the 
treatment herself unaided over such 
a long period of time. Even in those 
families where the mother or father is 
giving intelligent and faithful treatment, 
we have found with twenty years of 
experience that the orthopedic nurse 
is very much needed—not so much 
sometimes because of the actual treat- 
ment that she gives, but because her 
regular visits bring encouragement and 
stimulation to the parents as well as 
to the patient, and give them the neces- 
sary impetus to carry on. Probably the 
nurse who becomes over the years a 
staunch friend of the family gives as 
much in hope and morale as she does in 
actual care and treatment. 

The results that can be obtained 
through intensive and long-time treat- 
ment in poliomyelitis cases are so 
striking and well known that perhaps 
they do not need to be emphasized here. 
It should be emphasized, however, that 
the orthopedic nurse can be an impor- 
tant agent in giving this treatment. Not 
only in the follow-up care but also in 
the acute stage—if she can give nursing 
care during that period—she can assist 
in preventing crippling conditions. 

Less dramatic, perhaps, but just as 
telling is the contribution that the pub- 
lic health nurse can make in the care 
of other orthopedic conditions. 


John Bailey was a husky truck driver 
thirty-five years of age, who spent several 
months in the hospital with a badly infected 
hand and arm that had to be incised again 
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and again. When he was finally discharged he 
was told he would never be able to use his 
right hand again, so badly had it become dis- 
torted and crippled. As a last resort he was 
referred to us for massage. 
for three months on the crippled arm, and 
again we were rewarded by seeing him return 
to his job with enough function to continue 
as a truck driver. 


This is an example of the kind of 
thing that a general staff nurse, without 
special training in physical therapy, can 
be taught to do. 

Time and again when the doctor has 
about given up hope of restoring func- 
tion in a crippled arm or leg, the nurse 
has kept on with the treatment and has 
been rewarded with partial recovery. 
Often, too, such recovery has meant 
obviating the need for an operation and 
other expensive treatment. 
in the past in cases of fracture or 
hemiplegia in elderly or middle-aged 
people, we have accepted the condition 
as inevitable, and they have become 
an accepted burden on the family and 
community. Now we are learning that 
often with skilled and prolonged treat- 
ment they can be partially restored as 
functioning individuals, and _ their 
pleasure and satisfaction therein cannot 
be overestimated, let alone the saving to 
the family and community. 


Too often 


BROADER HEALTH SERVICE NEEDED 


Orthopedic nursing care, important 
as that is, is only a part of the service 
that the public health nurse renders. 
By virtue of her preparation as a pub- 
lic health nurse, she can make a greater 


contribution. The orthopedic patient 
is not per se any different from any 
other with a specific diagnosis. He is 
still a member of a family and of a 
community and is considered as such 
by the public health nurse, whose serv- 
ice is based on the fundamental prin- 
ciple of the family as a unit in health 
teaching. Again and again we find 
that in addition to specific orthopedic 
treatment there is urgent need for 
guidance in matters of diet and general 
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hygiene, not to mention in the field of 
mental health. Many times it is dis- 
covered, too, that the orthopedic con- 
dition cannot be relieved until 
other situation has been remedied. 

The public health nurse because of 
her intimate knowledge of the family 
and home is in a strategic position not 
only to ascertain the sum total of situa- 
tions which enter into the family's way 
of living—all of which directly affect 
the recovery and well-being of the pa- 
tient—but also to report these to the 
physician in charge of the case and to 
assist in their adjustment, whether it be 
through her own services or those of 
another worker or agency. 


some 


There was Mrs. Lewis, for instance, sixty- 
four years old and crippled with arthritis, 
who was referred to us for baking and mas- 
sage. On our first visit we found that she was 
trying to get along on what was practically a 
starvation diet, and that she badly needed 
dental and that although she wore 
glasses she could see very poorly as her eves 
had not been reexamined for ten years. After 
many weeks and with the aid of various 
agencies and groups, new were ob- 
tained, a set of teeth was provided, her in- 
come was supplemented to provide the neces- 
sities, and our nutrition worker aided her in 
working out a budget and adequate diet 
While referred to us primarily for orthopedic 
care, it was only when these other conditions 
were adjusted that she began to show im 
provement. 


care, 


glasses 


Perhaps because we are fortunate 
enough in the Boston Community 
Health Association to have a nutrition 
service, we have found that it has 
helped to win the battle in many of 
these cases. Whether it was a forty- 
year-old man partially paralyzed from 
poliomyelitis, who had to have a daily 
cathartic and enema until the nutri- 
tionist worked out a laxative diet for 
him; or the Haynes family with four 
children under six, one of whom-—three- 
year-old Bobby—was so badly rachitic 
that he had to have his bowed legs 
broken and reset—the need for nutrition 
advice is a vital necessity if permanent 
improvement is to be expected. In fact, 
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so imbued with the importance of 
adequate diet was six-year-old Johnny 
Harris, mentioned above, that when he 
was served one day with a hot dog at 
lunch at the crippled children’s school, 
he refused to eat it, saying seriously 
that he didn’t think hot dogs were very 
good for him. Needless to say, we do 
not always get such a response from 
our children! 

If nutrition teaching is found to be 
an essential part of our service, equally 
so is the need for mental hygiene. The 
public health nurse, because of her as- 
sociation with the family over a long 
period of time, can give invaluable aid 
in helping both the patient and the 
family with the right approach to the 
patient’s condition. Perhaps more 
effective than any direct teaching that 
she does in this field is the indirect 
value to the family of observing in 
visit after visit the nurse’s own atti- 
tude toward the patient; her manner of 
talking to him; of giving understanding 
and encouragement without too much 
sympathy; of expecting him to make 
an effort in his own behalf and fulfil 
his part in making improvement and in 
securing an education and vocational 
training. I have been impressed in 
visiting orthopedic cases with our 
nurses by seeing the skill with which 
they approach the patient and his in- 
dividual problems, and how uncon- 
sciously, perhaps, they have learned 
over their years of experience to demon- 
strate a sane approach to the crippled 
individual. ‘ 

While we have considered up to this 
time the part that the public health 
nurse plays in the care of the ortho- 
pedic patient, equally important is her 
contribution to the program of case 
finding and prevention. Let me cite a 
few examples. 

One of our nurses—not an orthopedic 
nurse—had been giving care to a nine- 
year-old colored girl with acute pharyn- 
gitis. On her last visit, when the girl 
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was up and around, the nurse noticed 
that the child walked with a slight limp. 
The mother was persuaded to take her 
to the clinic, where she was found to 
have a congenital dislocation of the hip. 
Arrangements for an operation were 
made immediately and the condition 
which had been neglected for nine years 
was taken care of. 

In another instance a nurse was giv- 
ing postpartum care to a mother and 
noticed that one of the children 
walked with a limp. It was found to 
be an old poliomyelitis case that had 
gone unrecognized. 

An alert public school teacher was 
responsible for discovering another case 
of old poliomyelitis. It happened that 
she had two crippled children in her 
class who were under our care, and 
through them had learned something 
of the treatment. She spoke to the 
nurse about another boy who limped 
slightly, and he, too, was found to be 
an old poliomyelitis case and 
placed under care. 

The maternity service offers an un- 
usual opportunity for preventive work, 
since our nurses have been taught by the 
orthopedic supervisor as they examine 
and bathe the new baby to be especially 
alert to any suspicion of congenital 
defect, which occasionally, in the rush 
of both hospital and home deliveries, 
goes unnoticed. 


was 


BECOMING “ORTHOPEDIC CONSCIOUS” 


To make a corps of nurses “‘ortho- 
pedic conscious” is neither an easy 
nor a quick task. It is a slow process 
of education and continuous contact 
with orthopedic work and the ortho- 
pedic worker. Yet when it is accom- 
plished, the results are so worth while 
and often so startling that we have never 
regretted the time and effort that have 
been put into it. We have seen new 
staff nurses and even supervisors who 
are skeptical of what can be accom- 
plished until they work on a case them- 
selves, with the guidance and help of 
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the orthopedic supervisor, and see the 
results. Then they are sold to it for- 
ever after. 

It seems to us essential that 
should be one specially trained ortho- 
pedic nurse—or for a large staff, a 
small corps of orthopedic nurses—to 
serve as a nucleus for the program. It 
seems to us equally essential that a 
conscious effort and plan be made to 
have that nucleus radiate through the 
entire staff and service. ‘This must be 
done if the public health nurse is to 
play her most important part as an 
instrumental factor in the case-finding 
and preventive program. 

I do not need to emphasize how im- 
portant is the relationship and tie-up of 
the orthopedic nurse to the other agents 
in the orthopedic program. The care 
and education of the orthopedic case 
of necessity involve continuous and 
close teamwork between many workers 


and groups—physician and _ clinic, 


physical-therapy technician and public 


health nurse, social worker and 
teacher, vocational school and employer 

a life cycle of codperative endeavor 
and a true challenge to any community 
service. The public health nurse’s con- 
tribution to this scheme is insignificant 
indeed unless she sees herself as a part 
of this larger program and fits in her 
own service accordingly. She must 
know what are the potentialities and 
facilities for creating a useful citizen 
and she is often the first person to turn 
the family’s attention to a wider horizon 
of development and usefulness. 


PREPARATION OF ORTHOPEDIC NURSE 


How shall we prepare our public 
health nurses for this work? By 
necessity we have done it in our own 
organization more or less by the fortui- 
tous method. For those who were to 
serve as the nucleus of the service, the 
special orthopedic nurses, we have built 
on the foundation of their public health 
nursing preparation and experience and 
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added to it intensive training in physical 
therapy. They have then worked on 
the staff under the close and continuous 
supervision of our orthopedic nursing 
supervisor. For the general _ staff 
nurse—and again I want to emphasize 
that her preparation for this service is 
fully as important as that of the special 
orthopedic nurse—we have again built 
on her public health nursing prepara- 
tion. And by a planned staff educa- 
tional program, the opportunity to 
carry orthopedic cases under super- 
vision, and continuous exposure to 
orthopedic work, we have gradually 
built up a staff of generalized nurses, 
who are not only able to carry general 
orthopedic cases under supervision but 
who are “orthopedic conscious” and— 
we feel pretty sure—who are making a 
definite contribution to the case-finding 
and preventive program. 


PROBLEMS TO BE SOLVED 


This is the orthopedic program of one 
agency that already had a well estab- 
lished public health nursing program. 
How far this same program can 
be developed in rural areas and on a 
statewide basis is another question. 
And yet it would seem that the general 
principles remain the same—a well pre- 
pared body of public health nurses, a 
group of orthopedic nurses to serve as 
a nucleus and act in a supervisory and 
consultant capacity, and a continuous 
staff education program. It sounds 
simple but is far from simple in prac- 
tical application. It is something that 
we shall have to experiment with. There 
are many questions involved. Do we 
need more orthopedic nurses or physical 
therapy technicians, or both? Where 
does the work of one leave off and the 
other begin? Each has a definite con- 
tribution to make. 

Again, what is the best way to pre- 
pare orthopedic nurses? I am not sure 
that we know; here, too, we shall need 
to experiment, and here, too, there are 
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many questions involved. How much 
physical therapy does the orthopedic 
nurse need? Does she need to be a 
public health nurse-physical therapist, 
implying complete preparation in both 
fields? Or is the emphasis to be on or- 
thopedic nursing, in which her major 
contribution and skills are to be in her 
own field of public health nursing with 
enough preparation in physical therapy 
added to enable her to carry on and 
supervise in the home—which is her 
special province—the intensive treat- 
ment that is needed? 

If we can keep in mind the contribu- 
tion that each of these two groups of 
workers has to make—the physical- 
therapy technician as the specialist 
par excellence in the hospital and in the 
clinic, the orthopedic nurse as the gen- 
eralized health worker in the home 
perhaps it will help. 

WHAT ARE THE NEEDS OF THE PATIENT? 


And if—more important still—we can 
keep uppermost in our minds the needs 
of the patient and the most efficient and 
most economical way of meeting those 
needs, it will be more helpful still. What 
does the infantile paralysis patient, the 
general orthopedic case need in the way 
of special treatment, general care and 
supervision, education? What kind of 
a worker, or workers, can best and 
least expensively meet that need? 
How shall this worker be prepared to 
give this needed service? The answers 
to these questions may mean that ad- 
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justments will have to be made by all 
groups—adjustments both in service and 
in preparation—but these we should be 
glad to make for the ultimate good of 
the patient, 

In summing up, while there are still 
many questions to be answered and 
there is need for experimentation and 
further development, certain facts can 
be stated: 


1. The experience of a number of com- 
munities, for the most part in urban centers, 
has demonstrated that the public health nurse 
has a definite contribution to make to the 
orthopedic program. 

2. The public health nurse with special 
preparation in physical therapy can be an 
instrumental factor in the care of poliomyelitis 
cases, both in the acute stage and in the long 
period of follow-up treatment. The fact that 
she is a public health nurse and a family 
health worker makes her contribution in this 
respect particularly significant. 

3. The public health nurse without special 
preparation in physical therapy can be taught 
to take care of general orthopedic conditions 
with the guidance of a special 
nursing supervisor. 

4. Public health nurses can be 
“orthopedic conscious” through a program 
of staff education and continuous exposure to 
orthopedic work and orthopedic workers. 

5. The public health nurse, because of her 
strategic position as a family health worker, 
can make her biggest contribution in the case- 
finding and preventive program. 


orthopedic 


made 
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Nursing and the Community 


By C.-E. A. WENSLOW, Dr.P.H. 


Professor of Public Health, Yale School of Medicine, New Haven, Connecticut 


The development of a coérdinated and effective system 


of community nursing in home and in hospital, for rich 


NCE UPON A TIME a lawyer 
was cross-examining a_ recalci- 


trant witness who maintained he 
had no conception of what a “miracle” 
was; and the following colloquy ensued. 

“Tf you were walking down the street 
and a brick fell off a chimney and 
missed you by an inch, what would you 
call it?” 

“An accident.” 

“Well, suppose the same thing 
pened next day?” 

“T should call it a coincidence.” 

“Suppose it happened again on the 
third day?” 

“Oh, then I should call it a habit.” 

Talking to groups of nurses and per- 
sons interested in nursing has become 
rather a habit with me, and a habit 
which I have come to enjoy. 

The accident which began this habit 
was an address delivered twenty-seven 
years ago’ before the Nurses Associated 
Alumnae of the United States. At that 
time, when public health nursing was in 
its infancy, I quoted a statement made 
by one of my students who put the case 
in these words: “The nurse is the 
Grant, the Blucher of the campaign. 
She has come up with her splendid train- 
ing, her many talents, her ready sym- 
pathy and mother heart at the crisis in 
the battle. Those who have fought long 
and hard may take courage. The victory 
will be won. Waterloo is in sight.” 

My student was optimistic; but he 
had the right idea. The experience of 
the last quarter-century has gone far 
to justify his optimism. During the 


hap- 
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period in question, public health nurs- 
ing has evolved from a novel pioneering 
enterprise to an essential and distinctive 


feature of American life. In 1900 there 
were less than 130 visiting nurses in the 
United States. In 1912, the year the 
National Organization for Public Health 
Nursing was founded, there were 3000; 
by 1931 about 16,000. Equally signifi- 
cant have been the changes in nursing 
education. The establishment of uni- 
versity schools of nursing at one end of 
the scale, the closing of numerous inade- 
quate small hospital schools at the other, 
and the replacement of routine pupil 
hospital service by graduate floor-duty 
nursing all along the line have brought 
much nearer the day when my student’s 
ideal of the “splendid training” of the 
nurse will be realized in actuality. 

Up to 1930, progress in the develop- 
ment of community nursing service was 
rapid and continuous. We thought that 
our ideal of one public health nurse for 
every 2000 persons in the population 
was within reach, and favored commun- 
ities which had attained that level were 
showing that even this ideal was too 
modest and were calling for a higher 
standard. Then came the depression; 
and as its effects were gradually felt in 
municipal budgets, progress ceased and 
serious recessions were manifest in many 
communities. With the inspiring new 
social climate which was established at 
Washington in 1933, public health nurs- 
ing under official governmental auspices 
began once again to move forward. Com- 
munity chests are, however, still in a 
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phase of retrenchment which makes the 
immediate future somewhat precarious. 

The present situation inevitably 
raises three major alternatives in our 
minds: (1) Shall we permit the evolu- 
tion toward adequate community nurs- 
ing service to be checked or even re- 
versed? (2) Shall we adopt the policy 
of gradually turning the whole problem 
over to official governmental agencies to 
be supported from the tax-levy? (3) 
Or, shall we continue our present gen- 
eral program, striving to secure increased 
appropriations from both official and 
voluntary sources and to coordinate 
their work into an economical and ef- 
fective whole? 

The first of these three alternatives 
the abandonment of the goal of adequate 
nursing service for the American people 
—seems to me unthinkable. As a 
writer on this subject said in Pustic 
HEALTH NurRSING last spring:* “In an 
individual family, father and mother 
alike make every sacrifice to give the 
boy or girl a chance—a chance to live 
useful, self-supporting lives. In_ this 
larger community life of ours, where 
shall we stop making sacrifices, where 
shall we draw the line and say ‘so 
healthy and no healthier’? How near 
shall we be content to approach the 
maximum chances for normal living, 
and the chances for health that medical 
science offers us? How far shall we 
stop short of the point where we have 
to say we have done all we know how; 
we don’t know how to do any more? 
Shall we stop $1000, $100,000 short of 
that point, or where? Or shall we de- 
mand and get the money we ought to 
have to make the lives of our fellow citi- 
zens safer?” 

The second alternative—the shifting 
of the whole burden to public authori- 
ties—also seems to me to have its seri- 
ous limitations. It is true that 67 per- 
cent of all public health nurses were em- 
ployed by official agencies in 1937 as 
compared with 61 percent in 1931. Yet 
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our traditional concept of voluntary so- 
cial agencies as merely proving grounds 
for new social techniques, to be turned 
over to official agencies as soon as their 
value is demonstrated, should not, in my 
judgment, apply here. It would be a 
feasible policy if only the educational 
work of the public health nurse were 
concerned. Such, however, is not the 
case. Good public health nursing by 
its very nature is a generalized family 
service and the ideal toward which we 
are working is that of a single public 
health nurse in a given area providing 
both bedside care and health education 
to the families under her charge. Any ad- 
ministrative plan which tends to separate 
bedside care from health instruction, or 
nursing for the poor from nursing for the 
rich, is undesirable; and there is no sign 
that official bodies are likely in the near 
future to take over bedside care in the 
homes for all economic classes. There- 
fore, I believe that the voluntary nurs- 
ing association, like the voluntary hospi- 
tal, is likely to be a continuing feature 
of American community living. 

It behooves us then to move forward 
along our present lines. If, however, 
the nursing program is to hold public 
confidence and to obtain public backing, 
its efficiency must be maintained at the 
highest possible level. The time calls 
for relentless self-scrutiny and for 
courageous and farsighted planning, if 
community nursing is to receive or to 
deserve the support it needs. 


INSUFFICIENT IN QUANTITY 


At present, there are very serious de- 
ficiencies in the nursing service rendered 
to the American people—deficiencies 
both in quantity and quality. Let us 
consider, first, the field of public health 
nursing, for which reasonably full data 
are available. Dr. Thomas Parran, in 
his splendid address at the Silver Jubilee 
dinner of the National Organization for 
Public Health Nursing, spoke with pride 
of the fact that there were 17,615 pub- 
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lic health nurses in service in 1937, a 
gain of over 10 percent over the number 
employed in 1931.3 Yet when we real- 
ize that the minimum number needed 
for adequate service is over 60,000— 
and probably nearer 80,000—the prog- 
ress made seems distressingly slow. One 
ideal has been one public health nurse 
for every 2000 persons in the population. 
Yet the ratio is only one to 4000 for 
urban areas in the Northeastern States 
and falls to one to 22,000 for rural 
areas in the South Central States. 

So far as bedside care is concerned, 
the findings of the Committee on the 
Costs of Medical Care give one cause 
for serious thought.* A group of families 
with incomes under $2000 received only 
one third as much special nursing care 
per hospitalized case as did families 
with incomes between $3000 and $5000, 
and only one fourth as much as families 
with incomes between $5000 and $10,- 
000—a situation which certainly does 
not correspond with real needs. 

As to private duty nursing in the 
home, such service as at present or- 
ganized (or unorganized) is very costly 
for families of moderate incomes in spite 
of insufficient and uncertain income for 
the private duty nurse. The fact that 
continuous private duty nursing service 
in the home (with allowance for the 
value of meals) may cost $20 a day is 
not the fault of the nurse and does not 
involve for her any unreasonable annual 
income. 

The individual nurse, if she were em- 
ployed five days a week for fifty weeks, 
would earn at this rate only $1500 a 
year; actually such a nurse is unem- 
ployed for so large a proportion of the 
time that her income is likely to be a 
relatively meager one. The fault lies 
with the system and depends on the 
fact that 24-hour home nursing of a 
single patient must be a costly pro- 
cedure. Many critical situations could 
be avoided if hourly pay service, and 
nursing intermediate between hourly 
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and eight-hour service, were better de- 
veloped. 

From the side of quality, the nursing 
service of today may still (as in the 
past) be criticized on the following 
grounds: 

1. Lack of personality qualifications and gen- 
eral educational background suitable for a 
professional person who must function as an 
educational leader. 

2. An unbalanced professional training in 
which surgery is too prominent, and pediatrics 
and communicable diseases—including tuber- 
culosis—neglected. 

3. A type of nursing education which em- 
phasizes routine techniques rather than com- 
prehension of underlying principles. 

4. Too little understanding of the emotional 
factors in human personality and of the ways 
in which human conduct is motivated. 

5. Too little comprehension of the social and 
economic situations which form so important 
a background for health or for disease. 

These are obviously problems which 
must be solved by more rigorous selec- 
tion of students and more adequate edu- 
cational procedures in the schools of 
nursing. Most encouraging progress 
has been made along these lines during 
the past few years under the heartening 
leadership of the National League for 
Nursing Education. Wider understand- 
ing by the public of the need for fur- 
ther progress in this field and for more 
generous financial support for nursing 
education are, however, needed if our 
goals are to be attained. 


IS THERE A SHORTAGE OF NURSES? 


We may now return to the question 
of quantity of nursing service and con- 
sider whether the gaps in our program 
are due to an actual shortage in nursing 
personnel. 

In 1930 there were some 214,000 
qualified nurses in the United States, of 
whom 19,000 were in public health (in- 
cluding industrial nursing), 77,000 in 
institutional nursing, and 118,000 in 
private duty and other fields. The num- 
ber of nurses in public health should be 
multiplied at least threefold, and as will 
be suggested in a later paragraph, more 
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probably fourfold. The number of 
nurses employed in hospitals has in- 
creased in recent years with the wholes 
some and necessary replacement of 
student nurses by graduates. Lee and 
Jones in their report to the Committee 
on the Costs of Medical Care in 1933° 
estimated the real needs for institutional 
service at 96,000 nurses, probably a 
conservative estimate. These authors 
set the ideal need for private duty nurs- 
ing at 141,000 nurses, a figure which 
seems to the writer very much too high. 
Private dity nursing as Operated at 
present is extraordinarily inefficient be- 
cause of irregular employment, because 
of waste in the employment of nurses 
on full time when hourly service would 
often be adequate, and because of in- 
effectiveness of home nursing where 
hospitalization is really needed. If these 
gaps could be stopped, great savings in 
nursing time could be made. Still fur- 
ther economies could be effected by the 
utilization—under adequate supervision 
—of nursing aides (of whom there are 
some 150,000 in the country). 

It is my belief that with proper or- 
ganization, some 250,000 well trained 
nurses could come close to meeting all 
the needs of the American people. If 
Dr. Lee and Dr. Jones are right, this 
figure should be raised to 300,000. There 
are probably nearly as many graduate 
nurses as this already available in the 
United States. There will be more than 
this number by the time that money and 
organization are available to employ 
them effectively. 


TWO IMMEDIATE PROBLEMS 


Increased funds for nursing and 
better planning for the use of those 
funds are the two desiderata which con- 
stitute our immediate problems. Money 
for more adequate nursing service must 
come from two sources, the public and 
the individual family. We may con- 
sider first the role of the community. 

The standard of one public health 
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nurse for every 2000 persons in the 
population was established some fifteen 
years ago on the basis of evidence al- 
ready available as to the essentials for 
adequate community service. In Pro- 
fessor Ira V. Hiscock’s volume on Com- 
munity Health Organization, first pub- 
lished in 1927,° it was shown that this 
ratio was necessary to cover the funda- 
mental nursing activities of infant and 
maternity hygiene, school nursing, com- 
municable disease nursing, tuberculosis 
nursing, and bedside care. Experience 
in communities, where this ratio is ap- 
proximately reached, like my own city 
of New Haven, has shown that it falls 
short of the real needs of the situation. 
Yet for the country at large we have 
still less than 20,000 public health 
nurses instead of the 60,000 needed for 
these basic activities. 

Furthermore, during the last five 
years great additional demands have 
been made upon the public health nurse 
in connection with new phases of the 


public health campaign which were 
scarcely thought of in 1927. Recent 


programs for the control of syphilis and 
pneumonia, heart disease and cancer 
have vastly broadened the field of pub- 
lic health; and in every instance the 
public health nurse is called upon to 
bear a large share of the burden. The 
work for crippled children undertaken 
under the Social Security Act involves 
an expansion of orthopedic nursing. The 
importance of counseling with regard to 
nutrition is more and more clearly rec- 
ognized with each passing year. In- 
creasing knowledge of mental hygiene 
places vast new responsibilities on the 
nurse who must comprehend the nature 
of those emotional problems which play 
so large a part in human health and 
must find the time to deal with them.‘ 

All these factors involve a fuller con- 
tent for the nursing visit, and hence de- 
mand better education of the nurse and 
fewer visits per nurse per day—although 
such improved service should ultimately 
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mean material savings to the community 
in disease prevention. In view of these 
facts I believe that our goal for the 
public health nursing personnel in the 
United States should be set at 80,000 
rather than 60,000 (including, of course, 
those employed by voluntary as well as 
official agencies). It is unreasonable to 
continue to expect one public health 
nurse to do the work of three or four. 
We should set ourselves seriously and 
effectively to the task of securing great- 
ly increased provision of public funds 
for this basic essential of sound com- 
munity living. It will mean increasing 
our present national expenditure for 
public health nursing from twenty-five 
cents to a dollar per capita; but the 
saving in preventable disease should 
exceed this amount. 

A second source of increased funds 
for community nursing in its broad 
sense should be sought in the develop- 
ment of organized plans for group pay- 
ment for nursing service by the middle 
economic group of the population. The 
basic problem of medical economics is 
obviously the unpredictable unevenness 
of the burden of illness. The Commit- 
tee on the Costs of Medical Care 
showed very clearly that the total 
economic burden of medical costs is by 
no means excessive, and that the crux 
of the whole problem is the unequal in- 
cidence of illness. It is this chance dis- 
tribution which under present condi- 
tions brings it about that one family in 
a hundred in a given year must pay out 
a quarter or more of its annual income 
for medical care. The obvious way to 
meet such a situation is through some 
application of the insurance principle— 
that is by the accumulation, through 
fixed annual contributions from a group, 
of a reserve to pay for the emergencies of 
illness. The very poor cannot even con- 
tribute to a sickness-insurance fund and 
the very rich may not need to do so. 
In between is a large section of the 
population which could bear the aver- 
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age cost of medical and hospital and 
nursing care on an annual payment 

sis but cannot meet the expense of an 
emergency illness when it comes with- 
out previous provision. 

The hospital insurance plan, now in 
force in most American cities is solving 
this problem so far as hospital costs are 
concerned. The same principle should 
be applied to costs of bedside nursing 
in the home; and it would be far easier 
to develop such a plan by an expansion 
of the hospital insurance p@gram than 
as a separate independent venture. A 
very moderate increase in the fee paid 
for hospital insurance would cover home 
nursing, since each case nursed at home 
would mean a corresponding decrease in 
institutional costs. 


MORE EFFICIENT USE OF RESOURCES 


Parallel with our efforts to secure ad- 
ditional financial support for commun- 
ity nursing services, every effort should 
be made to use the resources at our dis- 
posal with a maximum of efficiency. In 
the field of public health nursing, valu- 
able studies have been made in regard 
to efficiency and economy—as for ex- 
ample those conducted by Marian G. 
Randall for the Milbank Memorial 
Fund.* Public health nursing as it 
stands is, however, probably one of the 
most efficient and economical of human 
institutions, It is in the field of private 
duty nursing—as in most unplanned 
competitive businesses—that the great- 
est social wastes occur. There is, first 
of all, the enormous wastage of unem- 
ployment. Here, as in other professions 
and occupations, it is a tragedy that men 
and women should be idle while the 
service of their brains and hands is ur- 
gently needed. The Bulletin of the 
three national nursing organizations for 
last December noted with pride that in 
1936 one third of the nurses on call at 


*These studies have been published from 
time to time in the Milbank Memorial Fund 
Quarterly, 40 Wall Street, New York, N. Y. 
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nursing registries were employed for 20 
days or more a month as against 25 per- 
cent in 1934. There is something wrong 
with a program which makes such a re- 
sult a source of satisfaction. 

There is another source of social 
wastage in the use of eight-hour service 
in the home when hourly nursing or the 
service of a nurse for two or three 
hours might be sufficient. Even in hos- 
pitals there should be material ad- 
vantages in developing more flexible 
part-time compromises between _ full- 
time private duty and ward service. 

What we really need for the maxi- 
mum utilization of present resources and 
for the securing of more adequate re- 
sources in the future is a plan—a con- 
sidered and courageous plan—for the 
fullest application of present and poten- 
tial nursing resources to nursing needs 
in a given community. Such a_ plan 
should include at least the following 
major objectives. 


OBJECTIVES OF COMMUNITY PLAN 


Organization of nursing personnel 


One first aim should be the utilization” 


of all the graduate nurses in the arga 
for the tasks they are Hhiitiet to per- 
form under conditions which will make 
for maximum social effectiveness and 
personal satisfaction. This implies, first 
and foremost, the organization of pri- 
vate duty nursing. As I pointed out 
four years ago, “If the nurse who goes 
into the home for an hour at a time is 
more efficient and more adequately 
paid and if her patients are better 
served as a result of organization, one 
wonders if the same thing might not be 
true of the nurse who goes in for eight 
hours, and of her patients. Certainly it 
would be convenient for doctor and pa- 
tient if a single central agency could 
provide any type of nursing care which 
might be needed in the home. Surely the 
nurse who does eight-hour duty would 
benefit by the stimulus of association 
and supervision and would profit by the 
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advantages of stable organization. 
Perhaps some pioneer in nursing will 
work out a coordination of public-health 
association and registry or a wholly new 
type of community service which will 
approximate such an ideal.’* 

An organization of private duty nurs- 
ing along such lines should be able to 
accomplish much in the adjustment be- 
tween supply and demand for nursing 
service. It would make possible the 
development of a program of supervision 
and continuous education in the form 
of refresher courses for the private duty 
nurse which should be of incalculable 
value in raising standards of efficiency. 
It should provide opportunity for pro-’ 
gressive advancement in earnings and 
responsibility, so notably lacking in 
private duty nursing at the present time. 
It should also make possible the utiliza- 
tion of subsidiary nursing service, where 
such service is desirable, under adequate 
safeguards of supervision and control. 
Codrdination of nursing services 

Under an organized community plan 
it should’ be possible to déVvelop effec- 
tive coérdipation of ‘all the nursing 
forces of the community. It is obvious 
that duplications of work by different 
agencies should be avoided, unfilled 
needs discovered and met, and the pub- 
lic informed as to the exact role of each 
agency. Coérdination should not, how- 
ever, be limited to ‘‘agencies.”’ It should 
take inthe entire field of hospital, pub- 
lic health, and private duty nursing. In 
the home, it should be possible to pro- 
vide any hours of nursing service which 
the individual patient needs; and to sup- 
plement the service of the nurse by nu- 
trition and_ social-service counseling 
which may be desirable at various in- 
come levels. Planning should make 
possible better service for the home and 
far more economical use of community 
resources. The respective fields of the 
hospital and public health nursing 
agency could be adequately defined and 
provision made for continuity of treat- 
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ment upon discharge from the institu- 
tion. A nursing profession organized 
for coordinated community _ service 
could facilitate the staffing of hospitals 
with suitable graduate nurses. 

The evolution of such a program 
should be of great assistance in the de- 
velopment and stabilization of industrial 
nursing. On the whole, standards are 
perhaps less well defined in industrial 
nursing than in any other area of public 
health nursing. It would be of incal- 
culable advantage, even to large indus- 
trial organizations, if their nursing work 
could be affiliated with a community 
nursing association and small factories 
which cannot obtain such service by 
themselves could obtain it from such an 
organization. 


Financing of nursing activities 

Finally, an effective organization of the 
combined nursing forces of a commun- 
ity would be of incalculable value in se- 
curing the funds necessary for the fur- 
ther development of the work. Such 
an organization could in the first place 
materially assist in breaking down the 
barriers which now separate free pub- 
lic health nursing service from full-pay 
eight-hour bedside care. While it is 
true that the best organized public 
health nursing associations provide full- 
pay and part-pay as well as free serv- 
ices, the full-pay and part-pay services 
are as a rule inadequately utilized. The 
conception of a nursing association as 
a charitable institution rather than as a 
social service still persists. In most 
communities there are considerable 
numbers of persons who need hourly 
nursing service and can pay for it, but 
who go without care or resort to private- 
duty eight-hour service because they do 
not know about the hourly pay service 
or hesitate to avail themselves of it. All 
that is needed here is the persistent edu- 
cation of the public, to develop our 
public health nursing associations into 
agencies which are truly universal so 
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far as the economic status of their 
clients is concerned. 

Second, an organized nursing profes- 
sion could work out with the local hos- 
pitals a codperative plan for insurance 
by which the middle economic group 
of the population could be assured of 
adequate home-nursing care on payment 
of a reasonable annual fee—a procedure 
by which the total financial resources 
for the support of nursing would be 
materially increased. 

Third, such an organization should 
have as one of its major functions the 
interpretation of the local nursing pro- 
gram to the community. It could bring 
to bear effective evidence in favor of 
those substantial increases in funds for 
public health nursing which are urgent- 
ly needed to meet the demands of a mod- 
ern public health program and to se- 
cure an adequate income for the nurse. 
Taking a longer view, it should concern 
itself with the even more fundamental 
question of obtaining adequate financial 
support for basic nursing education— 
without which all of its program will be 
built on shifting sand. 

It is such considerations as_ these 
which have led to the development of 
councils on community nursing service. 
The pioneer organization in this field 
was the Cleveland Central Committee 
on Nursing, organized in 1914. The 
Detroit Central Bureau on Nursing in 
1917 (which became the Joint Council 
on Community Nursing in 1931) was 
the second organization of this type, fol- 
lowed by the Nursing Council of Cin- 
cinnati in 1918, and the Central Coun- 
cil for Nursing Education of Chicago 
in 1920. After long delay New Haven 
formed a Joint Council on Community 
Nursing in 1929 and Alameda County, 
California did the same in 1932. 

In 1934 a step of the first significance 
was taken by the creation of the Joint 
Committee on Community Nursing 
Service of the three national nursing 
organizations, with a full-time executive 
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secretary. In 1936 Rochester joined 
the group of cities with community 
nursing councils. In 1937, Boston, 
Massachusetts, Essex County, New 
Jersey, Saginaw, Michigan, and Los 
Angeles, California followed suit. At 
present definite steps for the formation 
of councils are under way at Albany, 
New York, Battle Creek and Flint, 
Michigan, Rhinebeck, New York, South 
Bend, Indiana, and Washington, D. C. 

The Joint Committee has prepared a 
guide to assist in the formation of a 
council on community nursing, which 
appeared in the January issues of the 
American Journal of Nursing and Pus- 
Lic HEALTH Nursinc.” This admirable 
document outlines a program for a com- 
prehensive analysis of the problem based 
on a survey of local needs and local 
facilities, formulates the broad objec- 
tives of a nursing council, and develops 
detailed plans of organization. The 
Joint Committee has also prepared a 
valuable reference reading list.'® 

The splendid leadership of this Com- 
mittee is bearing fruit in a wider vision 
and a more aggressive spirit. Several of 
the councils now in process of forma- 
tion are planning a real attack on the 
problem of community nursing as a 
whole. The problem is not one which 
can be solved by the nursing profession 
alone. A _ vitally functioning council 
must have the active participation of 
the members of the medical profession 
and of the leaders of the lay public. It 
is the nurses, however, who must furnish 
the plan and the driving stimulus which 
can make such a plan effective. 

The ideal in view is worthy of the 


GUIDE POST FOR 


The board members’ program for the 
Biennial Convention is on page 254. 

The report of the Committee to Study 
the Functions of the N.O.P.H.N. is 
published on page 240. 

The contribution of the public health 
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best energies of nurses and of the boards 
of nursing agencies. It deserves the 
fullest support of the practicing physi- 
cian and the intelligent layman. I am 
convinced that the development of a 
fully codrdinated and truly effective 
system of community nursing, in home 
and in hospital, for rich and for poor, 
including health instruction and _ bed- 
side care, is one of the most vital social 
problems of the present day. It is a 
problem as yet unsolved; but the com- 
munity councils of nursing can solve it 
if they have the courage and the vision. 
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How Would You Answer These? 


The answers to the questions on vital statistics in the field of maternal welfare, 
which were published in the March issue, are given below. You will be interested 
in comparing your own answers with these. Send your questions or problems on 
maternity nursing to Maternity Center Association, 1 East 57 Street, New York, 
N. Y. 


1. If a baby was delivered at 11:55 p.m. on New Year's Eve 1937, and if the cord was cut 
at 12:05 a.m., and the placenta delivered at 1:00 a.m., New Year's Day 1938, when did the 
birth occur? 

The birth occurred at 11:55 p.m., December 31, 1937. Birth is “the instant of complete 
separation of the entire body of the child from the body of the mother. The umbilical cord 
need not be cut or the placenta detached in order to constitute complete birth for registration 
purposes.””! 

2. Define stillbirth. 

A stillbirth is a fetal death which occurs after the seventh month of uterogestation in which 
the child does not show any evidence of life (such as heart action, breathing, or movements of 
voluntary muscle) after birth” 

3. Define birth rate. 

The birth rate is the number of live births per 1000 population. 


4. How is the birth rate computed? 


Number of live births , 
2 1000 birth rate 





Total population 

5. During the year 1936 there were 5660 live births in a certain city whose estimated popu 

lation for that year was 328,000. What was the birth rate? 
5660 
328,000 

6. What was the birth rate for the U. S. Registration Area in 1915? In 1934? In 1936? 
Is the trend up or down? 

The birth rate for the U. S. Registration Area was 25.1 in 1915; 17.1 in 1934; 16.6 in 1936 
(provisional). The trend is down; the birth rate is decreasing. 

7. Define stillbirth rate. 

The stillbirth rate is the number of stillbirths per 100 live births 


x 1000 17.3 


8. How is the stillbirth rate computed? 

Number of stillbirths 

Number of live births 
0. What was the stillbirth rate for the U. S. Registration Area in 1933? 
The stillbirth rate for the U. S. Birth Registration Area was 3.7 in 1933. 


100 stillbirth rate 





10. Define infant as used in reports of the U. S. Census Bureau. 

“The term infant is applied to any child from the day of its birth up to one year of age.’’8 

11. Define infant mortality rate. 

The infant mortality rate is the number of deaths under one year of age (exclusive of still 

births) per 1000 live births. 

12. How is the infant mortality rate computed? 

Number of deaths under one year of age 
Number of live births ¥, 








x 1000 infant mortality rate. 
13. During the year 1936, in the city referred to in question 5 above, 290 infants under one 
year of age died. What was the infant mortality rate? 
2°00 
5660 
14. What was the infant mortality rate in the U.S. Birth Registration Area in 1915; in 1934: 
(a) total (b) white (c) colored? 





xX 1000 51 
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The intant mortality rate for the U. S. Birth Registration Area was 


Total W hite Colored 
1915 100 09 181 
1934 60 35 94 


15. Define neonatal deaths as used in reports of the U. S. Census Bureau 

Neonatal deaths are deaths which occur during the first month of life, exclusive of stillbirths. 

16. Define neonatal mortality rate 

The neonatal mortality rate is the number of deaths under one month of age per 1000 live 
births. 

17. How is the neonatal mortality rate computed? 

Number of neonatal deaths 1000 sie ice es 
Number of live births ; 

18. What was the neonatal mortality rate for the U.S. Birth Registration Area in 1934? 
The neonatal mortality rate for the U. S. Birth Registration Area in 1934 was 34 


19. Define maternal mortality 

Maternal mortality is death following pregnancy or childbirth in which pregnancy and con 
finement are the only or the decisive cause.4 

20. Define maternal mortality rate as used by the U. S. Children’s Bureau 

The maternal mortality rate, as used by the U. S. Children’s Bureau, is the number of deaths 
from puerperal causes per 10,000 live births. The number of maternal deaths per 1000 live 
births is the rate used in U. S. Public Health Service reports and is used in 21 and 23 below 

21. How is the maternal mortality rate computed? 


Number of maternal deaths ; 
——_——__——__—_———— XX 1000 maternal mortality rate. 
Number of live births 


22. What causes of death are included under maternal deaths? 
The International List of Causes of Death, Revision of 1929, lists the following as causes ot! 
maternal deaths: 
140. Abortion with septic conditions 
+1. Abortion without mention of septic conditions 
142. Ectopic gestation 
143. Other accidents of pregnancy (not due to hemorrhages) 
144. Puerperal hemorrhage 
145. Puerperal septicemia 
146. Puerperal albuminuria and eclampsia 
147. Other toxemias of pregnancy 
148. Puerperal phlegmasia alba dolens, embolus, sudden death 
149, Other accidents of childbirth 
150. Other and unspecified conditions of the puerperal state 


23. What was the maternal mortality rate for the U. S. Birth Registration Area” in 1915; 
in 1934: (a) total (b) white (c) colored (d) urban (e) rural? 


Total W hite Colored Urban Rural 
1915® 6.1 6.0 10.6 6.4 5.5 
19346 5.9 5.4 9 7.1 5.0 


From Reports and Papers Presented to the Section on Vital Statistics at the 38th Annual 
Meeting, American Public Health Association, 1907, Vol. XX XIII, Part II, 1908, p. 109. 

“Tbid., p. 106, 109-110. See also Maternal Mortality in Fifteen States, U. S. Children’s 
Bureau Publication No. 223, Washington, D. C., 1934, p. 3, footnote. 

% From Vital Statistics, by George Chandler Whipple, John Wiley and Sons, New York, 
1923, p. 393. 

4“Deaths classified in accordance with this list |The International List of Causes of Death] 
as due to the puerperal state are those of which complications of pregnancy, delivery, or the 
puerperium were the only cause or the most important cause.” (From Maternal Mortality in 
Fifteen States, U. S. Children’s Bureau Publication No. 223, Washington, D. C., 1934, p. 5.) 

* The expanding Birth Registration Area from 1915-1935 is shown in Chart No. 13020, Infant 
Mortality in Urban and Rural Districts of the United States, U. S. Government Printing Office, 
Washington, D. C., 1937. During the period 1915-1935 the area expanded from 10 states to 48 
states and the District of Columbia. 

® The figures given here are taken from mimeographed material released by the United States 
Children’s Bureau in 1936 (No. 5089 and No. 5084). 








Report of the Functions Committee 


The Report of the Committee to Study the Functions 
of the National Organization for Public Health Nursing 


By MARY 8S. GARDNER, R.N. 


the Board of Directors of the Na 

tional Organization for Public 
Health Nursing to study the functions 
and general set-up of the Organization 
and to bring in a report embodying 
recommendations for any changes 
thought desirable in the light of such a 
study. The committee was composed of 
four Board members—Katherine Faville, 
Sophie C. Nelson, Grace Ross, and Dr. 
W. Frank Walker, and three non-board 
members—Mary S. Gardner, Ruth Hub- 
bard, and Mrs. John M. Satterfield, 
with Amelia Grant and Dorothy Deming 
as ex officio members. Miss Nelson 
acted as chairman of the committee and 
Miss Deming as its secretary. During 
1936 and 1937 this really hard-working 
group held eight meetings of the full 
committee and three smaller ad interim 
conferences, and in addition, each of its 
members was assigned a certain amount 
of what its vigorous chairman so pleas- 
antly termed “home work”’ to be accom- 
plished between meetings. 

After almost two years of more or 
less steady work the committee turned 
in its finished report to the Board on 
January 26, 1938, the Board voting 
unanimously to accept it. 

It must not be thought that the need 
felt for such a study was the result of 
any feeling of dissatisfaction regarding 
the work or standing of the Organiza- 
tion. Self-analysis has always been tra- 
ditional with the National Organization 
for Public Health Nursing, and similar 
studies were made in 1917, 1922, and 
1926. By 1936, ten years had passed 
since the last inventory of progress, and 


| 1936 a committee was appointed by 


in those ten years momentous changes 
had been taking place in the whole field 
of public health, changes which affected 
public health nursing in many of its 
aspects. 

During this period the Organization 
had passed through a world depression. 
It had seen a greatly accelerated shift of 
public health nursing from private to 
public auspices through relief and other 
programs financed by the federal ser- 
vices. It had welcomed the develop- 
ment of federal nursing services with 
regional supervisors working under the 
United States Public Health Service and 
the United States Children’s Bureau and 
had seen almost every state in the Union 
appoint a director of public health nurs- 
ing in its state department of health. 
Many new local services had been pro- 
moted because of funds made available 
through the Social Security Act. In- 
creasingly better prepared nurses were 
required for special nursing services 
everywhere developing. Spurred on by 
the stipends for students procurable 
from the United States Public Health 
Service, in one year no less than seven 
newly organized public health nursing 
courses came to the doors of the Organ 
ization asking for recognition. Within 
the Organization itself there had been 
changes of staff, and during the last few 
years of the decade the main source of 
financial support kad shifted from lay 
contributions to money derived from in- 
dividual and agency memberships and 
from earnings. 

When one adds to these things the 
changes and developments taking place 
in the scientific field and the steadily 
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changing attitude of the public toward 
questions of public health, it can readily 
be seen why the Organization thought it 
time to study, and if necessary, rechart 
its course so that it might bring the 
most effective service both to the public 
health nursing movement and to the 
individual nurse and agency at work in 
the field. 


PLAN OF THE STUDY 


The plan of the study was threefold: 

1. To confer with a number of leaders 
in health and social work, especially 
with administrators of federal and na- 
tional health services, for the purpose of 
securing new interpretations and sugges- 
tions for improvements or changes of 
program. (Forty-seven individuals, 
nurses, doctors, health officers, and lay- 
men were interviewed, a goodly number 
of whom represented national and fed- 
eral work.) 

2. To review, in the light of the in- 
formation gathered from these indi- 
viduals and from past experience, the 
administration, program, and means of 
support of the organization. 

3. To study individually the major 
problems as they might proclaim them- 
selves in the course of the study. 

For the information of those of tender 
years whose memories do not carry them 
back to pre-war times when the Organ- 
ization was founded, I venture to recall 
a few historical facts. 

The National Organization for Public 
Health Nursing came into existence in 
1912 in response to a need felt through- 
out the country, principally by nurses, 
for a national body which would repre- 
sent public health nursing, which would 
act as a stimulant to its best develop- 
ment by becoming a clearing house for 
the gathering and dissemination of inter- 
preted information (thus establishing 
standards), which would concern itself 
with the education of the public health 
nurse, and which would at the same time 
Serve the local field directly, through 
counsel and advice to individual nurses 
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and lay members. These ends were to 
be attained by means of an organization, 
the officers and directors of which would 
be elected at annual or biennial conven- 
tions by a large constituency of nurse 
and lay members, representative of the 
country at large, the organization to do 
its work through a salaried staff of ex- 
pert public health nurses. 

Though the original conception of 
such an organization came from nurses 
who were themselves engaged in public 
health nursing, formation of the new 
organization was accomplished through 
a committee jointly appointed by the 
American Nurses’ Association and what 
is now the National League of Nursing 
Education; and in forming, a somewhat 
loose but quite definite tie-up was made 
with the American Nurses’ Association. 
Lay membership was arranged for from 
the first; but with a curious caution, full 
voting powers were not at first accorded 
to lay members on what were considered 
professional questions. Nurse member- 
ship was dependent on definite profes- 
sional qualifications. 

The National Organization for Public 
Health Nursing will be seen to differ 
from other national health agencies, 
which otherwise have much in common 
with it, in that its creation was due to a 
direct demand from professional workers 
in the field, who brought it into existence 
with the thought in mind of a definite 
return to that field in the form of indi- 
vidual service as well as of a furtherance 
of public health nursing through more 
general methods. The function of the 
Organization—now so important—hav- 
ing to do with its relationship to the 
work of other national bodies, was of 
later development. 

In spite of a number of financial ups 
and downs involving vigorous expansion 
and equally vigorous retrenchment, the 
Organization has shown a steady growth 
in usefulness and importance during the 
quarter of a century that has elapsed 
since it was founded. It has continued 
to serve the double purpose of a service 
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organization—service to individuals and 
local organizations—and of a standard- 
making body, with all that standard- 
making implies. 

Financial support has 

from a variety of sources. Membership 
dues were counted upon from the first. 
A few large contributions have played 
an important part in the Organization's 
development, and for a few crucial years 
during and immediately following the 
war, the large gifts of a single woman 
quite literally saved the life of the Or- 
ganization and set it on its feet at a 
time of unusual national demand. Finan- 
cial assistance has also been derived 
from some of the foundations, though 
after the first few years such assistance 
has been given only in support of some 
special project. Other special projects 
or studies have been subsidized from 
other sources. Lay and corporate mem- 
berships have always lagged behind 
nurse memberships, and the number of 
corporate members (local agencies) 
paying the full membership quota of 
one percent of their annual expenditures 
has never been really satisfactory. A 
somewhat anomalous financial situation 
exists because of the fact that official 
agencies, though using the Organization 
in many ways, do not help toward its 
financial support, most of them not being 
legally in a position to do so. A heavier 
burden is thus laid upon the private 
agency. 

From the day of its formation the Na- 
tional Organization for Public Health 
Nursing has published a magazine of its 
own, a present from a group of Cleveland 
women. This magazine has undoubtedly 
been a powerful factor in the develop- 
ment of public health nursing in the 
United States. 

The placement of nurses and voca- 
tional guidance, services to both nurse 
and community, have been functions of 
the Organization ever since it was start- 
ed. With the establishment of the Joint 
Vocational Service these functions were 

relinquished, but the Organization con- 


been derived 
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tinues a financial and advisory responsi- 
bility toward the work of J.V.S. 

hough the membership has greatly 
increased and its place as one of the 
important health agencies has become 
established, the set-up of the Organiza- 
tion and its general objectives have not 
greatly changed. Perhaps the principal 
point of difference between an_ earlier 
era and the present one lies in the num 
ber and scope of the committees ap- 
other 
groups on questions of common interest. 


pointed to work with national 


PRESENT ACTIVITIES 


The present activities of the National 
Organization for Public Health Nursing 
may perhaps be broadly summarized 
under the following headings: 

1. Collection of material regarding 
public health nursing and the public 
health nurse. 

2. Such evaluation or interpretation of 
this data as will result in the enuncia- 
tion of a few broad principles on which 
the structure of public health may be 
built. 

3. Dissemination of these principles 
through publications, interviews, corre- 
spondence, public speaking, conferences 
with individuals, and by means of com- 
mittee work with other national bodies, 
official and non-official. 

4. Efforts to secure the best educa- 
tional status for the public health nurse 
through improvements in the curriculum 
for the undergraduate student, by 
means of a consultant service to educa- 
tional institutions carrying postgraduate 
courses, and through the working out of 
methods for continuous staff education. 

5. Efforts to strengthen the weaker 
branches of public health nursing. 

6. Cooperative work with other na- 
tional bodies, nursing groups, insurance 
companies, foundations, federal 
state agencies, etc. 

7. The publication of a magazine and 
other public health nursing literature. 

8. Vocational guidance and _ nurse 
placement through the J.V.S. 


and 
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As all these things undoubtedly must 
be done, the question before the Func- 
tions Committee was whether the Na- 
tional Organization for Public Health 
Nursing should do them, and if so, how? 

Out of the thoughtful, time-consum- 
ing, but exceedingly profitable confer- 
ences granted the various members of 
the committee by representative leaders 
in health and social work, and out of 
the day-long discussions of the commit- 
tee, meeting as a whole or in groups, 
grew certain recommendations having to 
do with the Organization’s scope, func- 
tion, and form of administration. 


RECOMMENDATIONS 


The Committee attacked the ques- 
tions involved from the ground up, tak- 
ing as their first query the present value 
of such an organization and the neces- 
sity, or desirability, of its continuance. 
The recommendation on this point was 
arrived at, not only by unanimous vote 
of the committee, but through consid- 
eration of the equally unanimous opinion 
of those whom the different members 
had interviewed. This recommendation, 
upon which all else rests, reads as fol- 
lows: 


1. That the National Organization 
for Public Health Nursing be 
continued as an independent, vol- 
untary national agency concerned 
with: 

a. The setting and promotion of 
standards in public health 
nursing, which include the edu- 
cational phases of the pro- 
gram—content, practice, and 
performance—and vocational 
counseling. 

The promotion of active lay 

participation in the  under- 

standing and support of pro- 
grams of public health nursing. 

c. The promotion of relationships 
with other national health and 
social agencies, including the 
federal health services. 


b. 


~ 


Having thus asserted the fundamental 
fact of the continued need of a volun- 


FUNCTIONS COMMITTEE REPORT 243 


tary national public health nursing 
agency and broadly defined the general 
scope of its activities, the committee 
went on to consider in detail the form 
of organization and the methods of ad- 
ministration under which it could best 
operate. 

At present the affairs of the Organiza- 
tion are in the hands of an elected Board 
composed of five officers and twenty 
members, of whom twelve are nurses and 
thirteen laymen. Of the latter, six are 
board or committee members of public 
health nursing organizations. The Board 
meets once at least, annually. The 
executive committee which represents the 
Board between meetings now numbers 
nine, five officers and four board mem- 
bers, and holds two meetings annually. 

The committee made two major rec- 
ommendations regarding the Board and 
Executive Committee, namely: * 

That the Board be enlarged to thirty- 
one (five officers and twenty-six mem- 
bers), of whom at least ten of the latter 
shall be nurse members; of the lay mem- 
bers at least eight to be board or com- 
mittee members of public health nursing 
services or organizations; the Board to 
meet at least once a year, expenses being 
paid for one yearly meeting, when pos- 
sible. 

That the Executive Committee be en- 
larged to thirteen (the five officers, four 
nurses, and four laymen), the Executive 
Committee to hold three regular meet- 
ings annually with expenses of the mem- 
bers paid. 

The purpose of these recommenda- 
tions is to strengthen the governing body 
and to make it more geographically rep- 
resentative, and also more representa- 
tive of different types of nursing and of 
the lay group locally controlling public 
health nursing throughout the country, 
while at the same time retaining places 
for those distinguished professionals in 


*These recommendations, though accepted 
by the Board, must be voted upon by the 
membership of the organization at its biennial 
meeting. 
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other fields (classed as laymen in the 
sense of not being nurses) whose ser- 
vices as board members the Organiza- 
tion has been fortunate enough to secure. 
The next recommendation concerns 
the work of that important body, the 
Nominating Committee. I quote the 
recommendation in full: * 


1. That a Nominating Committee of 
five be elected from ten names 
presented to the membership, the 
committee to choose its own 
chairman. 

2. That the Nominating Committee 
present and publish a slate of 
names, one candidate for each 
vacancy to be filled, and that the 
membership, if it so desire, be 
allowed to send nominations for 
second place. Any name receiv- 
ing twenty-five or more nomina- 
tions (the candidate agreeing to 
run) will be placed on the ticket. 


This recommendation was a result ot 
the difficulties involved in the present 
method, whereby the Nominating Com- 
mittee strives to secure two names for 
every nomination, and not infrequently 
strives in vain. Take, for instance, the 
office of president. With the growth of 
the Organization this position has be- 
come so demanding both as regards the 
qualifications required for the candidate 
and the amount of time that must be 
diverted from her own work for it, that 
it is a very difficult position to fill. 
There are nurses who fulfil the require- 
ments in regard to ability, experience, 
personality, health, etc., whose jobs re- 
quire their full and undivided time, or 
who do not feel that they can ask those 
who employ them to make so great a 
sacrifice of the time for which they pay 
as would be entailed by the acceptance 
of a national presidency. If one suitable 
person is found, ready and willing to 
run, the nominating committee considers 
itself fortunate. It is futile to ask a less 
desirable candidate to “also run.” Sure 


*To be voted on by the membership. 
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defeat is hard for the candidate, and 
possible election, if the second choice is 
not equal to the position, is still harder 
than defeat, for both candidate and Or- 
ganization. 

Again, as regards membership on the 
Board. The Nominating Committee 
with careful thought prepares a slate 
that not only represents the country 
geographically but is also representative 
of the varying interests of public health 
nursing and of suitable lay member- 
ship—and I assure you a balanced slate 
is not easy to work out—only to find its 
efforts unavailing because the voters are 
not thinking of balance, or because in so 
large and far-flung a constituency many 
of the names, and particularly those of 
the lay candidates, are unfamiliar, and 
only those persons whose names happen 
to have been heard of are elected. In 
recommending this change in the ar- 
rangement of the slate the Committee 
thought that democratic principles would 
not be sacrificed, or too great power 
vested in the Nominating Committee, if 
at the same time provision were made 
whereby any twenty-five members who 
did not care for the single candidate and 
who were united in wanting someone 
else were at liberty to place their can- 
didate on the ticket. 

Recommended changes affecting some 
of the other committees may be more 
briefly mentioned. It was recommended 
that the Finance Committee, which at 
present concerns itself only with matters 
of budget, enlarge its responsibilities to 
become in effect a ways-and-means com- 
mittee for the raising of money for the 
organization, with a nationwide repre- 
sentation; and that the duty of planning 
and preparing the expense budget be 
placed in the hands of the Executive 
Committee, where it would seem to be- 
long—since program and budget are so 
inexorably connected—the details of 
budget preparation to be entrusted to a 
subcommittee of the Executive Commit- 
tee appointed for the purpose. 

For the Magazine Committee a 
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change of name to Publications Com- 
mittee was recommended, with a broad- 
ening of its function to include responsi- 
bility for all N.O.P.H.N. publications 
and also for editorial policies. 

Other recommendations follow: that 
the Organization Committee, now con- 
cerned with branch organization, become 
a Committee on the Revision of By- 
laws; that the Service Evaluation Com- 
mittee, now dealing only with costs in 
private agencies, largely in connection 
with insurance companies, be changed to 
become the Cost Analysis Committee 
concerned with costs in all types of or- 
ganization, having if necessary a sub- 
committee for work on costs chargeable 
to insurance service; and that the 
present Committee on Personnel Prac- 
tices become a subcommittee of the 
Committee on Administrative Practice. 

The functions of the Education Com- 
mittee, one of the oldest, best developed, 
and most important of the Organiza- 
tion’s committees, received a great deal 
of thought because ever since it was first 
appointed in 1915, the question of the 
division of responsibilities of this com- 
mittee with those of the National 
League of Nursing Education has pre- 
sented somewhat of a problem—a prob- 
lem that has two aspects, both of which 
have been frequently discussed with the 
League. First, where ought responsi- 
bility for the education of the public 
health nurse to lie; and second, where, 
for practical reasons, shall this responsi- 
bility now be placed? 

Public health nursing education, if it 
can really be divided at all from all other 
nursing education, falls into three 
classes: that given to undergraduate stu- 
dents, that given to graduate students 
through postgraduate courses, and that 
given to nurses while at work. Both the 
League and the National Organization 
for Public Health Nursing have con- 
cerned themselves with undergraduate 
public health nursing education, but up 
to this time the postgraduate courses and 
the continuous staff education given 
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nurses while at work have been consid- 
ered the responsibility of the National 
Organization for Public Health Nursing. 
The most debatable ground of respon- 
sibility lies in the realm of the post- 
graduate courses. The accrediting of 
these courses, of which there are now 
eighteen scattered all over the country, 
requires the continuous service of an 
educational secretary and a heavy travel 
expense. The practical question involved 
in the situation had to be considered by 
the committee in the light of the many 
demands that the Organization is unable 
to meet because of limitation of budget. 
I give the recommendations of the 
committee regarding the Education 
Committee in full. Recommended: 


1. That the application, interpreta- 
tion, and integration of public 
health in basic curriculums in 
schools of nursing be referred to 
the National League of Nursing 
Education, but that the National 
Organization for Public Health 
Nursing continue to advise with 
the League on standards for stu- 
dent affiliations in public health 
nursing agencies and _ practice 
fields. 

2. That the Education Committee 

of the N.O.P.H.N. continue to 
concern itself with staff educa- 
tion as it relates to the graduate 
nurse employed in public health 
nursing agencies, but that in- 
creasing effort be made to build 
up and encourage the use of state 
and federal consultant services in 
the practice fields. 

. That the National Organization 
for Public Health Nursing com- 
municate with the League of 
Nursing Education and the Asso- 
ciation of Collegiate Schools of 
Nursing stating that it is the be- 
lief of the Organization that the 
accrediting of courses belongs to 
some agency other than the Na- 
tional Organization for Public 
Health Nursing and that it is its 
hope that it may be relieved of 
this responsibility by 1940. 


w 
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4. That the Education Committee 
devote more time to the setting 
up of standards for the practice 
fields. 


Study of the four remaining commit- 
tees of the Organization—the Eligibility 
Committee, the Membership Committee, 
the Records Committee, and the Com- 
mittee on Administrative Practice 
sulted in a recommendation that their 
functions and set-up remain unchanged. 

The question next considered was that 
of the so-called Branches of the Organ- 
ization. Most national agencies seek to 
relate their central form of organization 
to the field which they serve through 
some form of state body, through which 
they may reach the local field and 
through which they may be reached, a 
bond found to be mutually helpful. In 
the case of the National Organization 
for Public Health Nursing this has been, 
in some of the states, accomplished by 
means of state Branches of public health 
nursing. These Branches, first estab- 
lished in 1914, have not proved in every 
way satisfactory, and in many states no 
Branches have been formed. It 
therefore recommended that instead of 
Branches, the Organization offer a slight- 
ly different form of affiliation, namely 
(I quote the recommendation*) : 


-re- 


Was 


An affiliating membership to one 

organization in each state** which 

1. Has as its primary objective, pro- 
motion of and interest in all the 
phases of public health nursing. 

2. Offers equal voting powers to 
nurse and lay members. 

3. Renders annual reports of pro- 
gram, activities, names of officers, 
etc., to the N.O.P.H.N. 

4. Elects a delegate to represent it 
on the Council of Affiliating 
Members, such members to be 
ex officio members of the Board 
of Directors of the N.O.P.H.N. 





*To be voted on by the membership. 

**This does not prohibit a plan for an or- 
ganization covering more than one state where 
this seems desirable. 
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The field needs its national agency, 


the national agency needs the field. 
Neither can be wholly strong or wholly 
informed without a relationship one 


with the other. The committee hoped 
that through this new form of affiliation 
both might be strengthened. 

This recommendation naturally led to 
another regarding the creation of a 
Council of Affiliated Members through 
which this relationship might operate. 
rhe first clause reads: 


That there be established a Council 
of Affiliated Members composed of 
duly elected representatives from 
each affiliating group (one delegate 
from each), that the Council meet 
once a year at state expense, prefer- 
ably at the time of Board meetings 
of the National Organization for 
Public Health Nursing. That the 
Council elect its own chairman. 


As regards the three present so-called 
Sections of the Organization* it was 
recommended that such as now exist be 
retained, since they are administrative 
groups concerned with special public 
health nursing activities, but that no 
new Sections be formed. Instead it was 
recommended that when special func- 
tions in the field of public health nursing 
call for concentrated study or promo- 
tion, counselors or advisors to the execu- 
tive staff of the Organization be ap- 
pointed, when desirable, to assist the 
staff in meeting the needs of the field. 
It was pointed out that such councils 
might temporarily be appointed to con- 
cern themselves with such activities as 
orthopedic nursing, mental hygiene, or 
nutrition work. It was further recom- 
mended that the present Maternity and 
Child Health Committee be converted 
into such a council. 

There were two subjects that claimed 
special consideration by the committee 
because both presented definite prob- 
lems. These were related to the magazine 


*School Nursing, Industrial Nursing, Board 
and Committee Members. 
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PuBLiIc HEALTH NuRSING and to the 
Joint Vocational Service. The maga- 
zine was first considered. 

THE MAGAZINE 


then called 





Ever since the magazine 


The Visiting Nurse Quarterly—came 
into the hands of the Organization 


twenty-six years ago, the question has 
been raised periodically as to whether a 
special publication devoted to public 
health nursing alone is needed, when 
The American Journal of Nursing might 
give sufficient space to the interests of 
this field of nursing. After discussion of 
the various aspects of the question such 
as the expense to the individual nurse 
of subscribing to two magazines, the 
question of whether the growing lay 
membership of the National Organiza- 
tion for Public Health Nursing would 
make the same use of so purely profes- 
sional a publication as The American 
Journal of Nursing, and how, without 
an organ of its own, the National Or- 
ganization for Public Health Nursing 
would keep in touch with its member- 
ship, this recommendation was made: 


That the National Organization for 
Public Health Nursing still has 
need for a publication under its 
own control to disseminate findings 
of studies, promote standards, and 
gather and distribute opinions and 
information on practices in this 
field, and that at present the most 
economical and effective way of 
reaching this end is through the 
present PusLtic HEALTH NURSING 
magazine. Therefore it is recom- 
mended that the magazine be con- 
tinued as the official organ of the 
National Organization for Public 
Health Nursing. 


JOINT VOCATIONAL SERVICE 


The question of the Organization’s re- 
lationship, financial and otherwise, to 
the Joint Vocational Service which it 
helped to establish in 1927, presented 
an even greater variety of angles. The 
situation is this: Vocational guidance 
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has always been a function of the Na 
tional Organization for Public Health 
Nursing, and so in a way has been 
placement of nurses, though for years 
this latter function was carried out more 
or less informally, and only in 1925 
really organized into a definite service 
under the charge of a special worker. 
In 1927 it was thought wise for the Na- 
tional Organization for Public Health 
Nursing to associate itself with the 
social-work group in the establishment 
of a joint vocational guidance and place- 
ment service, whereby it was expected 
that each group would strengthen the 
other. Under the rare leadership of the 
director this experiment has been given 
ten years of unusually fair-minded trial, 
and the conclusion reached by both 
groups of workers has been rather un- 
expected, namely, that a tie-up of this 
sort between nurses and social workers is 
of no real advantage to either. There is 
no flow of traffic between the two groups, 
whereas there is continual and increasing 
flow of traffic between the different types 
of nurses. Instructors of schools of 
nursing, hospital nurses, and nurses in 
private practice go into public health 
nursing, and public health nurses return 
to schools of nursing and hospitals, and 
also, though less frequently, become pri- 
vate duty nurses; hence it is becoming 
more and more evident that in placement 
work the best tie-up for public health 
nurses is with other members of their 
own profession. 

There is another question involved. 
A placement service located on the At- 
lantic coast, though supposed to serve 
the country, does not in reality do so. 
It seems possible, indeed, that this end 
can be reached only through a number 
of regional services, provided with ma- 
chinery for an interchange of informa- 
tion and data. This involves us in a 
question of finance. Though the Joint 
Vocational Service has been very gen- 
erous in all its dealings, the necessity for 
the National Organization for Public 
Health Nursing to pay its share (the 
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apportionment for public health nursing 
guidance and placement) of the running 
expenses of the Service involves the Or- 


ganization in an annual expenditure of: 


about $4000. Is this a justifiable ex- 
pense when so small a part of the na- 
tional membership is thereby served and 
when the service, though offered to all, 
is in reality geographically limited? 

These considerations, together with a 
number of less fundamental 
formed the basis for the discussions of 
the Committee. In the end, in view of 
a number of current changes which at 
the moment were taking place, the Com- 
mittee did not find itself in a position 
to make a recommendation regarding 
the future of placement work. It did, 
however, recommend that though no 
date be set for a change in the present 
arrangement, the subject be given spe- 
cial consideration by a committee ap- 
pointed by the Board to act with repre- 
sentatives of the Joint Vocational Service 
to consult with the two other nursing 
agencies, the American Nurses Associa- 
tion and the National League of Nursing 
Education. The Committee also sug- 
gested that since the problems involved 
are sO numerous, a special study be 
made of the kind of national placement 
service best suited to so large a coun- 
try—whether centralized, or acting 
through a network of approved bureaus. 
In addition the Committee made the 
following statement: 


ones, 


1. That in the opinion of the Com- 
mittee, placement and vocational 
guidance problems are not only 
national in scope, but are the 
concern of all three of the na- 
tional nursing organizations. 

2. That the responsibility of the 

National Organization for Public 

Health Nursing lies in counseling, 

rather than in actual placement, 

and in view of the fact that an 
increasing number of local, state, 
and regional bureaus are being 
organized, the Committee recom- 
mends that the Organization 
place its emphasis on standard- 
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setting for placement bureaus 
and on counseling through office 
and field service rather than on 
placement itself. 


The Committee added that the rela- 
tive value of such service must be viewed 
in the light of the unmet needs for other 
types of public health nursing field ser- 
vice. 

I think that everyone was agreed that 
a placement service is needed. How that 
service shall be organized, how support- 
ed, and where and how placed requires 
further study. 

Considerable time was spent by the 
Committee in a consideration of the re- 
lationship of the National Organization 
to the other national agencies, but as 
the resultant recommendations were 
almost entirely concerned with the 
mechanics of these relationships rather 
than with any change of policy regard- 
ing them, it seems unnecessary to go 
into detail concerning them. 

I wish I could report some epoch- 
making recommendations made by the 
Committee on the subject of finance. 
Alas, I cannot, but if the Committee 
had been able to rise to such heights 
it would certainly be accounted the most 
wonderful committee in the world, for 
the financing of national agencies is one 
of the most puzzling problems of 
present-day welfare work. The Com- 
mittee, after consultation with leaders in 
official health work, noted the fact that 
it considered agency membership of 
official bodies, as in the past, a very un- 
likely source of support for the future, 
and therefore recommended that the Or- 
ganization work toward 100 percent 
nurse membership in official staffs. The 
Committee also recommended further 
study of the whole situation of agency 
dues in relationship to local community 
chests and that conference on the sub- 
ject be continued with the Community 
Chests and Councils Incorporated, and 
with the National Social Work Council. 

The Committee further suggested that 
while generosity is a virtue, it must be 
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remembered that the first duty of the 
Organization is to render service to its 
own membership. Though no rigid 
rules were laid down, it was felt that 
time-consuming service to non-members 
might perhaps from necessity become 
somewhat more limited. 

This finishes the recommendations of 
the Committee. I quote verbatim from 
the concluding words of the report: 

“In presenting the foregoing report 
the Committee would like to go on 
record as believing more firmly than 
ever that a national, voluntary public 
health nursing organization is still re- 
quired. 

“In the opinion of the Committee the 
National Organization for Public Health 
Nursing is in a healthy, and on the 
whole, a satisfactory condition. It has 
built up the loyal support of more than 
nine thousand individual members, 
fairly well distributed throughout the 
country. Approximately 10 percent of 
the membership are lay members, who 
are also rallying to its support, many of 
them bringing as great a loyalty as the 
nurse members. 

“The Organization has apparently 
gained the approval of a rather surpris- 
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ing number of those men and women 
who are prominent in public health 
work and whose opinion is, therefore, of 
importance. Perhaps more significant 
than all else is the fact that opportunity 
for service steadily increases with the 
years and that this increase of demand 
is of so diverse a character. Much of 
it comes from those well qualified to 
evaluate what they receive, who would 
not go for assistance to an unhelpful 
source. 

‘Demands of all sorts exceed the abil- 
ity of the Organization to meet them 
adequately because limitation of budget 
does not allow a staff sufficiently large, 
or in some instances sufficiently spe- 
cialized, to deal with all the calls made 
upon it. This is a situation common to 
all, or almost all, of the national health 
Furthermore, it must be re- 
membered that it is healthier—though 
doubtless less comfortable—for any or- 
ganization that the demands made upon 
it should exceed its financial ability to 
meet them than that the demands should 
be so limited as to allow of easy fulfil- 
ment.” 

On this optimistic note the report was 
submitted to the Board. 


bodies. 
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Summer Courses for Public Health Nurses 


Summer of 1938 


SUMMER COURSES IN COLLEGES AND UNIVERSITIES WHOSE PUB- 
LIC HEALTH NURSING CURRICULA HAVE BEEN APPROVED BY 
THE NATIONAL ORGANIZATION FOR PUBLIC HEALTH NURSING 


For students meeting the admittance requirements, this work may be counted 
toward a degree. 


California 

Berkeley. University of California. Intersession, May 16-June 24. Courses in Public 
Health Administration, Communicable Diseases, and Educational Psychology. Summer 
session, June 27-August 5. Courses in Principles and Practices, Administration and Or- 
ganization of Public Health Nursing, Principles of Health Teaching for Nurses, Growth 
and Development of the Child, Social Problems and Psychology. Ellen L. Buell, Guest 
Instructor in Public Health Nursing. Course in Eye Health of the School Child. In- 
structor, Anette M. Phelan, Ph.D. Associate in Health Education, National Society for 
the Prevention of Blindness 

For further information write to the Dean of the Summer Sessions 

District of Columbia 

Washington. Catholic University of America. June 24-August 6. Courses in Public 
Health Nursing, Preventable Diseases, Nutrition, Child Study, Economics, Psychology, 
Sociology, Speech, and Nursing Education 

For further information write to Mary C. Connor, Director of Public Health Nursing. 

Massachusetts 

Boston. Simmons College. July 5-August 12. Courses in Principles of Public Health 
Nursing, Principles of Teaching in Nursing, Public Health Nursing in Schools, Psychology 
for Nurses, and Social Hygiene. 

For further information write to the Director of the School of Nursing 

Michigan 

Ann Arbor. University of Michigan. June 23-August 6. Courses in Principles, Admin- 
istration, and Organization of Public Health Nursing, Health Education, Child Hygiene, 
School and Community Health Problems, Nutrition, Public Health Administration, 
Mental Hygiene, Psychology, Sociology, and Public Speaking. 

For further information write to Mrs. Barbara Bartlett, Professor of Public Health Nursing. 

Detroit. Wayne University. June 27-August 6. Courses in English, Sociology, and Psy- 
chology required for public health nursing certificate. 

For further information write to Louise Knapp, Director, Nursing Education Department. 

Minnesota 

Minneapolis. University of Minnesota. June 15-July 2. Courses in Nursing and Social 
Problems in the Control of Gonorrhea and Syphilis, Advanced Problems in Public Health 
Nursing and Research. Mrs. Evangeline Morris, Guest Lecturer. July 5-July 23. 
Courses in Supervision in Public Health Nursing, School Nursing, and Field Practice in 
Public Health Nursing. Harriet Frost, Visiting Lecturer. June 15-July 23. Courses in 
Preventive Medicine, School Nursing, Maternal and Child Hygiene, Tuberculosis, and 
Public Health Nursing. July 25-August 27. Field Practice in Public Health Nursing. 

For further information write to Margaret G. Arnstein, Director, Course in Public Health 
Nursing. 

New York 

New York. Teachers College, Columbia University. July 6-August 16. Courses in 
Principles, Supervision, and Teaching in Public Health Nursing, School Nursing, Child 
Hygiene, Public Health Administration, and Field Practice in Public Health Nursing. 

For further information write to the Secretary of Teachers College. 

Syracuse. Syracuse University. July 5-August 13. Courses in Principles of Public 
Health Nursing, Maternity and Child Hygiene, Special Fields in Public Health Nursing, 
Preventable Diseases, Ward Management and Teaching, Nutrition, Psychology, and 
related courses in Education and Sociology. 

For further information write to Ellen L. Buell, Director of Department of Public Health 
Nursing. 
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Ohio 
Cleveland. Western Reserve University. June 20-July 29. Courses in Principles of 
Public Health and Principles of Health Teaching. 
For further information write to Hazel Higbee, School of Applied Social Sciences. 
Oregon 
Portland. University of Oregon. June 20-July 30. In addition to the regular public 
health nursing curriculum for the summer quarter, a refresher curriculum is offered cover- 
ing a period of six weeks. Courses will be offered in Nutrition, Mental Hygiene, and 
Public Health Nursing. 
For further information write to Elnora E. Thomson, Director of Nursing Educatien. 
Pennsylvania 
Philadelphia. University of Pennsylvania. June 28-August 9. Courses in Special Phases 
of Public Health Nursing, Principles of Teaching, and Social Case Work Approach to 
Problems of School Children. Related courses in Education, Science, and Social Studies 
Also Home Hygiene and Care of the Sick in coéperation with the American National Red 
Cross. Anna Gring and Mrs. Elizabeth K. Porter, Instructors. 
For further information address Katharine Tucker, Director, Department of Nursing Educa- 
tion, Bennett Hall. 
Tennessee 
Nashville. George Peabody College for Teachers. June 6-July 14, first term; July 14- 
August 19, second term. Courses in Principles of Public Health Nursing, School Nursing, 
Preventive Medicine, Infant and Child Hygiene, Community Health Education, Nutrition, 
and Teacher Training Course in Home Hygiene and Care of the Sick 
For further information write to Aurelia B. Potts, Director, Department of Nursing Edu- 
cation. 
Washington 
Seattle. University of Washington. June 15-July 15, first term; July 18-August 19, 
second term. Courses in Elementary and Advanced Public Health Nursing, Health Edu- 
cation, Mental Hygiene, Epidemiology, Hospital Administration, and Supervision. 
For further information write to Mrs. Elizabeth S. Soule, Director, School of Nursing Edu- 
cation. 


OTHER COURSES OF INTEREST TO PUBLIC HEALTH NURSES 
These courses are not a part of curricula which have been evaluated by the 
National Organization for Public Health Nursing. 


American National Red Cross teacher training courses for instructors in Home Hygiene 
and Care of the Sick, in codperation with: 


University of California, Los Angeles, California ..June 27-August 5 
Colorado State College, Fort Collins, Colorado July 9-August 19 
George Peabody College tor Teachers, Nashville, Tennessee June 6-July = 13 
University of Pennsylvania, Philadelphia, Pennsylvania June 27-August 9 


For further information write to Public Health Nursing and Home Hygiene and Care of the 
Sick Service: 
National Headquarters, American Red Cross, Washington, D. C. (for Eastern Area) ; 
Midwestern Branch, American Red Cross, 1709 Washington Avenue, St. Louis, Missouri 
(for Midwestern Area); Pacific Branch, American Red Cross, Civic Auditorium, San 
Francisco, California (for Pacific Area). 
California 
Los Angeles. University of California. June 27-August 5. Courses in Public Health 
and Preventive Medicine, Principles of Public Health Nursing, Social Case Work, Child 
Development, School Health, Mental Hygiene, Nutrition, Sociology, Psychology, Bac- 
teriology, and Zoology. Also Home Hygiene and Care of the Sick in codéperation with 
the American Red Cross. Lucy Brinkerhoff, Instructor. 
For further information write to the Summer Session Office, 405 Hilgard Avenue. 
Colorado 
Greeley. Colorado State College of Education. June 20-July 15. Courses in Funda- 
mentals of Health Organization and Administration, School Nursing, Psychology, Mental 
Hygiene, Sociology, and Education. 
For further information write to John H. Shaw, Director, Division of Publications. 
Connecticut 
Hartford. State Teachers College. July 5-August 12. At Yale University, New Haven, 
Connecticut. Courses in Education, Psychology, Mental Hygiene, Sociology, English, 
First Aid, and Safety Education. 
For further information write to Franklin E. Pierce, Director, Teachers College Summer Ses- 
sion, State Department of Education, State Office Building, Hartford, Connecticut. 
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Illinois 
Chicago. University of Chicago. June 20-July 22, first term, July 25-August 26, second 
term. Courses in Preventive Medicine and Public Health, Principles of Public Health 
Nursing, Supervision in Public Health Nursing, and Nursing Education. 
For further information write to Nellie X..Hawkinson, Nursing Education. 
Indiana 

Bloomington. Indiana University. June 15-August 30. Courses in Principles of Public 
Health Nursing and related courses in Education, Mental Hygiene, and Sociology. Field 
Work in School Nursing for a limited number 

For further information write to H. L. Smith, Director of the Summer Session. 

Kentucky 

Lexington. University of Kentucky. June 13-July 16, first term; July 18-August 20, 
second term. Courses in Public Health and Public Health Nursing, Maternal and Child 
Health, Mental Hygiene, Care and Treatment of Crippled Children, Health Education, 
Psychology, and Field Practice in Public Health Nursing. 

For further information write to Elma Rood, Department of Hygiene and Public Health. 

Massachusetts 

Boston. Simmons College School of Nursing. May 23-September 30. A course in ortho- 
pedic nursing will be offered to a limited number of nurses with a certificate in public 
health nursing or its equivalent in codperation with the Children’s Hospital, Harvard 
Medical School, and the Community Health Association. Applicants must have had a 
minimum of 75 hours of actual clinic practice in therapeutic exercise 

For further information write to School of Nursing 

Boston. Harvard University. June 20-August 5. Course in Physiotherapy. Nurses must 
have had special preparation in functional anatomy as well as actual practice in thera- 
peutic exercise. 

For further information write to Assistant Dean, Courses for Graduates, Harvard Medical 
School. 

Cambridge. Massachusetts Institute of Technology. June 13-July 22. Courses in 
Public Health, Bacteriology, and Biology. 

For further information write to John Williams, M.D., Department of Biology and Public 
Health, Room 104-424. 

Minnesota 

Winona. College of Saint Teresa. June 22-July 28. Courses in Ward Teaching, Nursing 
School Curriculum, and State and National Accreditation of Nursing Schools. 

For further information write to Sister M. Helen, Secretary 

New Mexicc 

Silver City. New Mexico State Teachers College. June 6-July 29. Courses in Child 
Care and Development and Field Work in Nutrition 

For further information write to Leon M. Bower, Director of the Summer Session. 

New York 

Brooklyn. St. John’s University. July 5-August 9. Courses in Public Health Nursing, 
Health Education, School Nursing, Nutrition, Home Nursing, Sociology, Psychology, and 
Principles of Teaching. 

For further information write to Philomena Supper, Director of Nursing Education Depart- 
ment. 

Buffalo. University of Buffalo. June 13-September 12. Courses in Therapeutic Exercise, 
General Medicine, Neurology, Surgery, and Hydrotherapy as related to Physiotherapy. 

For further information write to George G. Martin, M.D., Physiotherapy Director. 

Ithaca. Cornell University. July 5-August 13. Courses in Mental and Physical Health 
Problems of the School Child and School Health Programs. 

For further information write to Dr. D. F. Smiley, Medical Advisor, Department of Hygiene 
and Preventive Medicine. 

New York. New York University. June 6-August 12. Courses in Public Health, Public 
Health Nursing, Health Education, Teaching Methods in Nursing Education, School 
Nursing, Child Hygiene, Social Case Work, and other related sukjects. 

For further information write to Dr. Helen C. Manzer, Assistant Professor of Education. 

New York. Teachers College, Columbia University. June 6-July 1. Course in Nursing 
School and Kindergarten Education for nurses and teachers. A nursery school unit and 
kindergarten group will be organized and conducted by students. Advance registration 
necessary. 

For further information write to Kathern McKinnon, Director of the Lincoln School, 433 
West 123 Street. 

Pennsylvania 

Leetsdale. D. T. Watson School of Physiotherapy. July 5-August 15. Special six 
weeks’ course in Basic Physiotherapy and Orthopedics for public health nurses. Enroll- 

ment limited and candidates chosen according to qualifications 
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Pennsylvania (continued) 
For further information write to Jessie Wright, M.D., Director 
Pittsburgh. Duquesne University. June 27-August 5. Courses in Principles of Public 
Health Nursing, School Nursing, Psychology, and Sociology. 
For further information write to Clara B. Rue, Director of the 
Nursing. 
State College. Pennsylvania State College. June 27-August 5. 


Course in Public Health 


Courses in Principles of 
Teaching, Family Health, School Nursing, and Methcds in Teaching Home Hygiene. 
For further information write to Dr. Marion R. Trabue, Director of the Summer Sessions 
South Carolina 
Columbia. University of South Carolina. June 7-July 29. Courses in Sociology, 
Social Case Work, Child Welfare, Community Organization, and Social Sciences. 
For further information write to the Director of the Summer School. 
Wisconsin 
Milwaukee. Marquette University. June 27-August 5. Courses in Principles, Problems, 
and Teaching in Public Health Nursing, and in Nursing Education. Field work in 
public health nursing and social case work will be arranged for those interested. 
For further information write to Sister M. Berenice, Dean of the College of Nursing. 
Office of Indian Affairs, U. S. Department of Interior, Washington, D. C., sponsors 
courses at: 
Sherman Institute, Riverside, California. July 5-29. Courses 
Mental Hygiene, and Accident Prevention and First Aid. 
Chemawa, Oregon. July 18-August 12. Courses in Health Education, Mental Hygiene, 
Accident Prevention and First Aid, and Trachoma Control. 
For further information write to the Office of Indian Affairs. 
Opportunities for Family and Parent Education and Leadership. The National Council 
of Parent Education, Inc., 60 East 42 Street, New York, N. Y., will have a list of 
opportunities for the summer of 1938 ready for distribution by April 1. 
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BIENNIAL CONVENTION PROGRAM FOR BOARD MEMBERS 


MONDAY, APRIL 25 
4:30-6:00 p.m. The Visiting Nurse Association of Kansas City, Mo., is entertaining the lay 
members attending the convention at tea at the Woman’s City Club 


TUESDAY, APRIL 26 
4:30-6:00 p.m. Business meeting of the Board and Committee Members’ Section. 
Presiding: Mrs. Frederick S. Dellenbaugh, Chairman 
Speaker: Amelia Grant, President, National Organization for Public Health 
Nursing. 
Secretary's Report: Evelyn K. Davis. 
Election of Officers 
WEDNESDAY, APRIL 27 
10:45-12:00 a.m. There will be three Round Tables running simultaneously: 
1. For advisory committee members with county nursing services 
Leader: Mrs. Arch Trawick, State Department of Health, Nashville, Tenn 
2. For visiting nurse associations employing from 1 to 14 staff nurses. 
Leader: Mrs. S. Emlen Stokes, President, Moorestown Visiting Nurse As 
sociation, Moorestown, N. J. 
3. For visiting nurse associations employing 15 staff nurses and over. 
Leader: Mrs. Stuart Rider, President, Community Health Service of Min- 
neapolis, Minneapolis, Minn. 


7:00 p.m Dinner at the Country Club. 
Presiding: Mrs. Samuel W. Sawyer, President, Kansas City Visiting Nurse As 
sociation, Kansas City, Mo. 
Speaker: Dr. Clifford E. Waller, Assistant Surgeon General, U. S. Public 
Health Service. “The Layman’s Part in the Federal Health Program.” 
Speaker: It is planned to have a public health nurse describe her work in a 
rural area. 


THURSDAY, APRAL 28 
4:30-6:00 p.m. Round Table on Publicity. 
Leader: Elizabeth M. Sanborn, Publicity Secretary, Kansas City Charities 
Fund, Kansas City, Mo. 


For complete N.O.P.H.N. program, see pages 254-257. 
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0:00-10:30|/See Programs of N.L.N.E. and A.N.A. 


| 


10:45-12:00 


4:30-6:00 





Exhibits 


Exhibits 





Monpay, AprRIL 25 


Tuespay, APRIL 26 


|N.O.P.H.N. General Session—Family Health Service 
Family Health the Goal of Public Health—Frark 
G. Boudreau, M.D. 
| Social Planning for Family Health—Bradley 
Buell 








N.O.P.H.N. Business Meeting 
(Open to 1938 N.O.P.H.N. members only) 








} 





Exhibits 





N.O.P.H.N. General Session—Content of Family 
Health Service 
The Public Health Nurse as a Family Teacher— 
Mayhew Derryberry, Ph.D. 
Mental Hygiene of the Family—William C. Men- 
ninger, M.D. 
Nutrition of the Family—Williedell Schawe 












Exhibits 

Business Meeting, N.O.P.H.N. Board and Con- 
mittee Members’ Section 

Round Table 

Supervisors of School Nursing Services (closed) 
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Tentative Biennial Convention Program*—Kansas City, Mo., April 25-29 











Wepbnespay, APRIL 27 | Tuurspay, APRIL 28 | Fripay, APRIL 29 
Joint General Session Joint General Session iIN.O.P.H.N. General Session 
’ Introduction of Local Ar-| Organizing for Better Community| Maternity and Orthopedics 
rangements Committee Nursing Service—C.-E. A. Winslow,| New Developments in Ma- 
\nnouncements Dr.P.H ternity Programs—Martha 
Problems Relating to the Mevit| Relation of Subsidiary Workers to M. Eliot, M.D. 
System—May Kennedy Community Nursing Service—Ella| Preventive Aspects of the 
The Individual Nurse’s Respon- Hasenjaeger Orthopedic Service—Rob- 
sibility for Her Own Secur- ert McE. Schauffler, M.D. 


ity—Julia C. Stimson 


Round Tables Summaries of Round Tables held on|nNO PHN. Business Meeting 
1. Administrators of Agencies) Wednesday (Open to 1938 N.O.P.HLN. 
with Stafis Over Twenty members only) 
Administrators of Agencies ‘ 
with Staffs Under Twenty | 
Supervisors—-Urban Agencies 
Supervisors—Rural Agencies 
. Staff Nurses—Urban 
). Staff Nurses—Rural 
7. Midwifery Supervision 
Industrial Nursing Section 
. Orthopedic Nursing—Speak- 
er, Jessie L. Stevenson 
. Board and Committee Mem- 
bers in County Organizations 
. Board and Committee Mein- 
bers—Staffs 1 to 14 
2. Board and Committee Mem- 
bers—Staffs 15 or over 
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13. School Nurses—Speaker, 
Henry J. Otto, Ph.D. 
Exhibits Exhibits Exhibits 


Luncheon: N.O.P.H.N. School 
Nursing Section (Business 
Meeting ) 

Speaker to be announced 

Luncheon: N.O.P.H.N. Industrial 
Nursing Section (Business 
Meeting) 

Speaker—C.-E. A. Winslow, 
Dr.P.H. 

Sightseeing—See General An-|N.O.P.H.N. General Session—Com-|See A.N.A. program 
nouncements municable Disease 

Exhibits The Public Health Nurse in the Con- 
trol of Acute Communicable Dis- 
ease—Margaret G. Arnstein 

The Public Health Nurse in the Con- 
trol of Long-Term Communicable 
Disease 
1. Tuberculosis—Mrs. Violet H. 

Hodgson 
2. Syphilis and Gonorrhea—Ray- 
mond A. Vonderlehr, M.D. 
Discussion—Nadine B. Geitz 

Exhibits Exhibits Exhibits 

Round Table 
Publicity 

Round Table 
Joint Committee on Community 

Nursing Service 











*For the A.N.A. and N.L.N.E. programs see the April number of The American Journal of 
Nursing. 
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Monpay, APRIL 25 Tuespay, APRIL 26 








Dinner Dinner (closed): S.O.P.H.N. Presidents or their 
representatives (6:30) 


8:30 Joint Opening Session 

Invocation—The Very Reverend Mon 
signor James N. V. McKay 

Welcome to Delegates—Susan C. Francis 

Greetings from the State—Clara Louise 
Wright 

Welcome to Kansas City—Mayor of 
Kansas City 

The Nurse as a Member of Her Pro- 
fession—Effie J. Taylor 

Award of Saunders Memorial medal 


























DEMONSTRATIONS, ROUND TABLES, SPECIAL COMMITTEE MEETINGS 










Our agreement with our exhibitors reserves the period from 12:00 to 1:00 and 4:30 to 6:00 
p.m. for exhibit visiting. No general meetings will be held at these times. There will be special 
committee meetings, round tables, and demonstrations posted during the week on all bulletin 
boards at the Convention. Demonstrations will include: 


Monday, 






















April 25—4:30 to 6:00—Bedside Care with Teaching (cardiac child)—Laura A. 
Draper, Director, Community Health Service, Minneapolis, 
Minn. 
4:30 to 6:00—School Nursing—Gertrude E. Cromwell, Supervisor of 
Health Education and School Nursing, Des Moines Public 
Schools, Department of Health, Des Moines, Iowa. 













Tuesday, April 26—4:30 to 6:00-—Delivery in a Rural Area—Helen C. Crockett, Director of 
Nurses, Chicago Maternity Center, Chicago, Illinois. 

4:30 to 6:00—Industrial Nursing: First Aid with Teaching—Ann Fogg, 

The American Can Company, North Kansas City, Missouri. 











Thursday, April 28—4:30 to 6:00—Tuberculosis Nursing: Rural Clinic—Martha Ida Hauk, 
Educational Consultant, Bureau of Public Health Nursing, 

State Department of Health, Indianapolis, Indiana. 
4:30 to 6:00—Nursing in Acute Communicable Disease—Alma C. Haupt, 
Director of Nursing Bureau, Metropolitan Life Insurance 
Company, New York, N. Y. 










N.O.P.H.N. MEMBERSHIP RALLY Tickets for the Rally luncheon will be 


a sale at the Convention. This is the 
NOPHN Membership Rally as the high spot of the Convention for fun and 
Biennial this year should be bigger and ivatic, gaiety and ee een. Soe ene 
better than any we have ever had. Tues- join the festivities. 
day, April 26, is the day! 










Mrs. Haskell, Vice-Chairman of our VISIT KANSAS CITY SCHOOLS 
National Membership Committee and 
President of the St. Louis Visiting Nurse An invitation to visit the school nurs- 
Association, will preside at the Rally— ing service in Kansas City, Missouri, 






and great things are planned! The en- has been extended by A. Mary Ross, 
tertainment will be furnished by the Acting Supervisor of Health of the Kan- 
nurses of St. Louis. sas City Department of Health and 
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WEDNESDAY, APRIL 27 | TuurspAy, APRIL 28 FripAy, APRIL 29 
Dinner: Board and Committce/Dinner (closed): State Supervising 
Members Nurses or their representatives 
The Layman’s Part in the| Speaker—G. W. Frasier, Ph.D. 
Federal Health Program—| (6:15) 


Clifford E. Waller, M.D. 
Other speaker to be announced 





(7:00) 


| Joint General Session 


Invocation—Reverend George P. 


Baity, D.D. 


Personality—G. W. Frasier, Ph.D 


Greetings from 


Foundation—Lulu K. Wolf 


the Internations] MEMBERS’ PROGRAM 


SEE PAGE 253 


The Spiritual Values in the Profession 


of Nursing 


Silver, D.D. 


Physical Education. Her nurses, forty- 
five in number, will be delighted to act 
as hostesses to the N.O.P.H.N. members. 


N.O.P.H.N. BUSINESS MEETING 


Important. Remember that admis- 
sion to the N.O.P.H.N. Business Meet- 
ing will be by 1938 N.O.P.H.N. mem- 
bership card only. Admission for dele- 
gates of N.O.P.H.N. Agency members 
and Associate Agency members will be 
by individual membership card or dele- 
gate card. 


ROOM RESERVATIONS 


All those who have not made hotel 
reservations for the Biennial Convention 
please do so at once by getting in touch 
with Elizabeth Martin, Chairman, Com- 
mittee on Housing, 1938 Biennial Con- 
vention, 1028 Baltimore Avenue, Kansas 
City, Mo. 


INSTITUTES 


The registration fee for the institute 
on business and office administration, 
to be held on April 24 in Kansas City, 
is $1 instead of $3. 

We have had to cancel our institute 
on records and statistics which was 
scheduled for April 23 and 24. 
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DINNER FOR OVERSEAS NURSES 


The National Organization of the 
Woman’s Overseas Service League, with 
headquarters in Kansas City, Mo., is 
planning a dinner for all overseas nurses 
to be held during the Biennial Conven- 
tion. The date and place will be an- 
nounced later. 


REVISION OF N.O.P.H.N. BY-LAWS 


Some of the recommendations of the 
Committee to Study the Functions of 
the N.O.P.H.N. which were accepted by 
the Board of Directors necessitate slight 
changes in our present by-laws, which in 
turn have been authorized by the Board, 
have been cast into legal language by 
our lawyer, and with the approval of the 
Organization Committee are being sub- 
mitted to the vote of our membership at 
the Biennial Convention. Copies of the 
proposed revisions will be sent to every 
1938 enrolled member of the Organiza- 
tion four weeks in advance of the 
N.O.P.H.N. Business Meeting in Kansas 
City. 

DorotHy DEMING 
Secretary of the Board of Directors 

For a list of state chairmen on transportation 

received after the publication of the March issue 


see advertising page 11. For other Biennial notices 
see page 258. 


FOR DETAILS OF BOARD 

















NOTES from the NATIONAL ORGANIZATION 


FOR PUBLIC HEALTH NURSING 





DEATH OF MRS. HANSEN 





As the pages of this April maga- 
zine were closed, word reached our 
N.O.P.H.N. office of the death of Mrs. 
Anne L. Hansen in Buffalo, N. Y. 
Rather than pay incomplete tribute to 
one who has meant so much to the 
N.O.P.H.N. and to public health nurs- 
ing, we are reserving space in our May 
number, which carries the annual me- 
morial page, to honor her. 


INVITATIONS TO 1940 BIENNIAL 
CCNVENTION 


Invitations from states to the 1940 
Biennial Convention must be presented 
to the Convention Committee before 
April 15. The following conditions must 
be complied with before the invitation 
can be considered: 


1. Before a state or group of states issues an 
invitation to the three national nursing organ 
izations to hold the Biennial Convention in a 
specified city, there must be written assurance 
in the form of an agreement drawn up and 
signed by the local chamber of commerce (or 
its representative for the administration of the 
auditorium or other responsible body or 
bodies) that facilities such as a convention 
hall, exhibit hall, and additional meeting places 
are available free of charge. 

2. The nursing group in the state or states 
should indicate their willingness to codperate 
in the undertaking. 

3. Invitations must be endorsed by the three 
state organizations where these exist. 

4. The facilities offered by the city issuing 
the invitation should be carefully described, 
with the details in regard to such facilities, 
and they must meet with the approval of the 
Biennial Convention Committee. 


For further information on the details 
to be checked, please write to the 
Chairman of the National Biennial 
Headquarters Committee, 50 West 50 
Street, New York, New York. 


For Biennial Convention program see pages 254-257. 
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WITH THE STAFF 

Since the time is drawing nearer to the 
Biennial Convention, our staff did not 
go very far afield in March. 

Ruth Houlton made two surveys—one 
of the Newton District Nurse Associa- 
tion in Newtonville, Mass., on March 16 
and 17, and one of the District Nursing 
Association of Westfield, N. J., on March 
28 and 29. During the time between 
the two surveys, she made a one-day 
trip to Washington, D. C., to attend a 
meeting of public health nurses and 
medical social workers which was called 
by Dr. Martha Eliot of the U. S. Chil- 
dren's Bureau in order to talk over their 
common problems. On March 26 she 
went to Orange, N. J., to speak at a 
symposium conducted by the Regional 
Conference of the National Association 
of Colored Graduate Nurses. 

Purcelle Peck spent March 12 in 
Washington, D. C., representing the 
N.O.P.H.N. at the meeting of the Con- 
tinuing Committee on 
Mothers and Babies. 

Evelyn Davis spent two days—March 
11 and 12—in Washington, D.C., at- 
tending the meeting of the Mobilization 
for Human Needs. She conducted ten in- 
stitutes for board members in 
chusetts from March 14 to 25. 


Better Care of 


Massa- 


INDUSTRIAL NURSES 


Ada Mary Hoffine, president of the 
Industrial Nurses Club in Kansas City, 
wishes to extend a welcome to the indus- 
trial nurses planning to attend the Con- 
vention. The nurses employed in the in- 
dustries in Kansas City will act as 
hostesses to industrial nurses. The local 
industrial nurses are making arrange- 
ments for the luncheon meeting of the 
Industrial Nursing Section, April 27. 
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HONOR ROLL 
Kligibility for Honor Roll listing and 
Certificate: 
rollment of 


One hundred percent en- 
staff in the N.O.P.HLN. 
(one-nurse services are included). Please 
be sure to let us know when your staff 
membership is complete so that your 
Certificate of Honor may be sent and the 
name of your service listed on the Honor 
Roll in one of the coming issues. 

Below are the organizations whose en- 
rollment has been completed since the 
Honor Roll published in March. 

Asterisks denote the number of years 
an agency has been on the Honor Roll 
up to five years; the dagger indicates 
those agencies which have been Honor 
Roll members for five years or more. 


ALABAMA 
*Clarke County Health Department, 
Grove Hill 
ARIZONA 


**Chandler Public School, Chandler 
**Flagstaff Public Schools, Flagstaff 
**Prescott Community Nurse 
Prescott 
+Yavapai Nurse Service, Prescott 
COLORADO 
*Rio Blanco County 
ment, Meeker 
*Crowley County Nursing Service, Ord- 
way 
CONNECTICUT 
**Metropolitan Lile 
Service, Danielson 


Health Depart 


Insurance Nursing 


‘Visiting Nurse Association, New 
Canaan 
****Wallingford Tuberculosis and Reiief 


Association, Wallingford 
FLORIDA 
*Hardee County 
Wauchula 
GEORGIA 
*Gwinnett County 
Lawrenceville 


Health Department, 


Health Department, 


ILLINOIS 
*Adams County 
League, Quincy 


Anti-Tuberculosis 


INDIANA 
*Red Cross Public Health Nursing Ser- 
vice, Fort Wayne 
rVisiting Nurse League, Fort Wayne 
IOWA 
***Des Moines County Health Unit, Bur- 
lington 
*Appanoose County 
ment, Centerville 
TVisiting Nurse Association, Davenport 
KANSAS 
***Butler County 
Dorado 


Health Depart- 


Board of Health, El 


N.O.P.H.LN. 


Service, 
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KENTUCKY 
*Kenton County Health Department, 
Covington 
MASSACHUSETTS 


‘Metropolitan Lite 
Service, Malden 
*Sturbridge Community 
vice, Sturbridge 
MINNESOTA 
*Hubbard Count, 
Park Rapids 
MISSOURI 


Insurance Nursing 


Nursing Ser 


Health Department, 


‘Visiting Nurse Association of Kansas 
City, Kansas City 
‘Visiting Nurse Association of St. Louis, 
St. Louis 
NEBRASKA 


**Dundy County 
Benke!man 
NEW HAMPSHIRE 
rGood Cheer Society, Nashua 
NEW JERSEY 
***Metropolitan Life Insurance 
Service, Asbury Park 
*North Bergen Nursing Service 
NEW YORK 
*Metropolitan Life Insurance 
Service, Amsterdam 
*Metropolitan Life Insurance 
Service, [lion 
***Metropolitan Life Insurance 
Service, Patchogue 
***Visiting Nurse Association of 
Island, Staten Island 
‘Public Health Nursing Organization of 
Eastchester, Tuckahoe 


Health Department, 


Nursing 
, Ramsey 
Nursing 
Nursing 
Nursing 


Staten 


OHIO 
**\merican Red Cross, Summit County 
Chapter, Akron 
RHODE ISLAND 
*City Health Department, Providence 
VERMONT 
‘Brattleboro 
Brattleboro 
WASHINGTON 
* Asotin 
Asotin 
‘Visiting Nurse Service, Seattle 
WISCONSIN 
**Metropolitan Life 
Service, Madison 
**Oshkosh Visiting 
Oshkosh 


Mutual Aid Association, 


Health 


County Department, 


Insurance Nursing 


Nurse Association, 


CorreEcTION: We are sorry that through an 
error the following organizations on the March 
Honor Roll were not credited with having 
been Honor Roll members for more than five 
years 


COLORADO 
*Metropolitan Life 
Service, Denver 
CONNECTICUT 
‘Visiting Nurse Association, Waterbury 
ILLINOIS 
Moline Public Health Nursing Service, 
Moline 


Insurance Nursing 
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INDIANA 
‘Public Health 
Richmond 
‘Public Health Nursing Association ot 
Terre Haute, Terre Haute 


Nursing Association, 


IOWA : 
*Community Nursing Service, Marshall 
town 
KANSAS 
‘Public Health 
Inc., Topeka 


Nursing Association, 
MAINE 
fSouth Franklin County 
vice, Wilton 
MASSACHUSETTS 
‘Visiting Nursing Association of Fiich 
burg, Fitchburg 
‘Visiting Nurse Association, Great Bar 
rington 
‘District Nursing Association of Barn- 
stable, Yarmouth and Dennis, Hy 


Nursing Ser 


annis 

*Lowell Visiting Nurse Association, 
Lowell 

fWatertown District Nursing Associa- 


tion, Watertown 
MICHIGAN 
‘City Department of Health, Detroit 
*Visiting Nurse Association of Saginaw, 
Saginaw 
MISSOURI 
*St. Joseph Orgaaization for Public 
Health Nursing, St. Joseph 
+ Municipal Visiting Nurses, St. Louis 
HAMPSHIRE 
*Concord District Nursing Association, 
Concord 
NEW JERSEY 
*Anti-Tuberculosis League, Orange 
*Metropolitan Life Insurance Nursing 
Service, Trenton 
NEW YORK 
*Joint Vocational Service, New York 
*National Society for the Prevention of 
Blindness, New York 


NEW 


yNational Organization for Public 
Health Nursing, New York 
OHIO 
rAmerican Red Cross Public Health 


Nursing Service, East Liverpool 
*Toledo District Nurse Association, 
Toledo 
OKLAHOMA 
*Public Health Association, Tulsa 
PENNSYLVANIA 
*Palmerton School District, Palmerton 
7Visiting Nurse Association, Reading 
RHODE ISLAND 
7*Cranston District Nursing Association, 
Cranston 
*Burrillville District 
tion, Pascoag 
*Woonsocket Public 


Nursing Associa- 


Health Nursing 


Association, Woonsocket 
TENNESSEE 
Metropolitan Life Insurance Nursing 
Service, Memphis 
*Davidson County Health Department, 
Nashville 
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WASHINGTON 
*Metropolitan Life Insurance Nursing 
Service, Tacoma 
JOINT VOCATIONAL SERVICE 
announces’ the following 
placements and __ assisted 
placements for February 
a 1938: 
PLACEMENTS 


Grace Unzicker, Director, Visiting Nurse Asso- 
ciation, Trenton, N. J. 

Elizabeth M. Hanson, Educational Director, 
Visiting Nurse Association, Milwaukee, Wisc. 

Mary Beverly, Staff Nurse, Association for Im- 
proving the Condition of the Poor, New 
York, N. Y. 

Margaret Corns, County 
County, Buchanan-Russell-Tazewell 
District, Grundy, Va. 

Mary Prucker, Field Nurse, State Department 
of Health and Welfare, Augusta, Me. 

Evelyn Parker, Staff Nurse, Visiting Nurse 
Association, Hartford, Conn. 

Hildure Nelson, County Nurse, Bureau of 
Public Health, Santa Fe, New Mex. As- 
signed to Sierra County Health Department, 
Hot Springs, New Mexico. 

Florence Ehlers, County Nurse, Bureau ol 
Public Health, Santa Fe, New Mex. As- 
signed to Otero County Health Department, 
\lamogordo, New Mex. 


Nurse for Buchanan 
Health 


ASSISTED PLACEMENTS 


Marian Logan, Staff Nurse, Berkeley Health 
Department, Berkeley, Calif. 

Elizabeth Taylor, Educational Director, City 
Health Department, New York, N. Y. 

Mrs. Josephine Easton, Executive Secretary, 
Anti-Tuberculosis Association of Galveston 
County, Galveston, Tex. 

Bess E. Dalton, Supervising Nurse, Forsyth- 
Stokes-Tadkin Health District, Winston- 
Salem, N. Car. 

Anita Brighi, Staff Nurse, Visiting Nurse Asso- 
ciation, Brooklyn, N. Y. 

Mrs. Lola B. Wright Wood, Community 
Nurse, American Red Cross, Lyndonville, Vt. 

Bessie M. Ball, Family Health Counsellor, 
W. K. Kellogg Foundation, Battle Creek, 
Mich. 


N.O.P.H.N. CANDIDATE 


CORRECTION: The ballot of candi- 
dates for election at the Biennial Con- 
vention should have carried the name, 
Frank G. Boudreau, M.D., and not 
Henry Boudreau, M.D. (See Pustic 
HEALTH NursINnc, March 1938, pp. 190 
and 193.) 
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THE EDUCATION OF HANDICAPPED CHILDREN 


The nurse knows the cause, extent, and 

prognosis of the child’s disability, and 

can help the teacher to develop a better 
understanding of the child 


HE PROGRAM for the preven- 

tion of handicaps and the care and 

education of handicapped children 
is one of the great challenges which is 
attracting the attention of educators and 
public health workers today. The pub- 
lic health nurse with her background of 
training and experience is needed very 
definitely in this program. Local school 
districts are being aroused to the fact 
that the physically handicapped child 
has not had an equal chance with his 
physically normal brother and sister for 
an education which will help him make 
an adequate social and economic ad- 
justment in life. 

Many cities do not have special 
schools or classes for physically handi- 
capped children and in those cities the 
responsibility of the school nurse is in 
creased. She understands better than 
the teacher the cause, extent, and prog- 
nosis of the child’s disability, and can 
help the teacher to have a better under- 
standing of the child and a wholesome 
attitude toward him. The wise teacher 
welcomes the nurse’s help in the appli- 
cation of her knowledge of child psy- 
chology. 

In cities where special classes and 
special schools do exist, the public 
health nurses in various organizations 
and in the regular schools are always 
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watching for children in need of the care 
the special school can give. Their in- 
telligent help in referring children to 
such schools is one of the most appre 
ciated sources of reference. Their ex- 
planations to the parent mean more than 
the reasons for transfer presented by the 
child’s teacher. The nurse has seen the 
family in times of stress, and her calm 
help at those times has developed a con- 
fidence that the busy teacher often has 
not had time to develop. 

The nurse in the special school has 
limitless opportunities for the develop- 
ment of her service to the children. If 
the includes children with dif- 
ferent types of handicaps, she will not 
only want to brush up on her ortho- 
pedics but will watch for the new articles 
and books on sight conservation, ear 
conditions, emotional instability, 
malnutrition. 

For the nurse who has had no contact 
with special schools, an explanation of 
the functioning of such a school may 
prove helpful. The David W. Smouse 
Opportunity School for Physically Han 
dicapped Children was opened in Des 
Moines, Iowa, in April 1931.* A great 
deal of time and thought were put into 
the planning of the building. The super- 
intendent, the assistant superintendent, 
and the supervisors of the various de- 


school 


and 


*The building and all of the equipment for 
the school were made possible by the gift of 
$333,000 from Dr. and Mrs. David W. Smouse 
of Los Angeles, California, formerly of Des 
Moines. 
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partments of the administrative staff 
worked with local architects to construct 
and equip a building which would com- 
bine the best ideas as worked out in 
other cities, and fit them to our needs. 

To this building were brought the 
children in special education 
located in three different sections of the 
city. The open-air school had cared for 
the orthopedic cripple, the cardiac, and 
the cases of lowered vitality—including 
such conditions as malnutrition and emo- 
tional instability. In another building 
there had been two classes for sight con- 
servation; and in a third, three classes 
of totally deaf children. Educators in- 
terested in these different types of handi- 
caps warned us of the inadvisability 
indeed, of the definite harm to person- 
ality—of educating these handicapped 
children under one roof. 

However, it was believed by those 
interested in the school that segregation 
of differently handicapped children for 
the period of their school life is not 
necessarily a dangerous thing and that 
there may grow out of it an appreciation 
of the difficulties of others. After seven 
years, we believe that our first convic- 
tion was correct; that the children’s atti- 
tudes toward their own and others’ hand- 
icaps after a period of school life to- 
gether will make for better adjustments 
in later life. 

Children are frequently referred to the 
school by their family physician, though 
this is not a definite requirement. 

Admission to the school is arranged 
through a clinic where the child is given 
a physical examination by one of our 
regular school physicians. If there is a 
question of low mentality the child is 
given a Stanford Binet test, and chil- 
dren with an intelligence quotient below 
70 are placed in a class for subnormal 
children in another school. Low men- 
tality is considered the major handicap 


classes 


and should be given intelligent atten- ° 


tion. Knowing the difficulty of obtain- 


ing a fair judgment of ability by tests, 
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Undaunted by handicaps, this boy uses a desk 


improvised from a _ hospital over-bed table 


especially in spastic-paralysis cases, we 
sometimes shut our eyes to test records 
and give a child a trial for a semester. 
Often the child stays on. His apprecia- 
tion of a chance and his eagerness to 
achieve produce results over a longer, 
calmer period, which did not appear dur- 
ing a short testing time. 

A recent testing of the entire school 
with Stanford Binet tests by a very 
competent examiner has shown some in- 
teresting results. The majority of our 
children range between 85 and 110, with 
a small number around 120 and 130; 
one child has an 1.Q. of 148, and an- 
other, 162. We are reminded often that 
physical handicaps are no respecter of 
persons or pocketbooks or mental levels. 
If the handicap is that of deafness or 
defective sight, the chiid is given an 
examination by an aurist or oculist who 
is paid by the school district for the 
examination. After these examinations, 
if the child is found to be in need of 
the special education given in the school 
and mentally able to carry on a regular 
school program, he is admitted. The 
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following general types are included in 
the school: orthopedic cripples, car- 
diacs, the deaf, the partially seeing, and 
a large group of children coming under 
the classification of “lowered vitality.” 
From a study of the cases included in 
our enrollment during the past six years, 
we find three of our general headings 
broken up into the following smaller 
groups, listed in order of incidence: 


Crippling conditions from the following causes: 

Poliomyelitis 

Spastic paralysis 

Osteomyelitis 

Tuberculosis of the bone 

Congenital causes 

Cardiac disease 

Rheumatic heart disease 

Valvular heart disease 

Congenital heart conditions 

Lowered vitality 

Malnutrition 

Tuberculosis of the 
contacts 

Secondary anemia 

Chorea 

Post-i!llness and postoperative convalescence 

Nephritis 

Asthma 

Emotional instability 


glands and tuberculosis 


GENERAL DEPARTMENT 


The children in the above-mentioned 
groups are in what we call the general 
department. We believe all these chil- 
dren can be educated together in class 
groups with no particular thought as to 
types of handicap. The teacher knows 
the doctor’s diagnosis of each child’s 
difficulty and learns in what way she 
can help the individual child to con- 
serve his energy and use it to the best 
advantage. From that point, the child 
is a normal child and treated as such. 
If physical-therapy treatment is indi- 
cated and is recommended by the family 
physician, the teacher plans with the 
physical therapist for time for the treat- 
ment in the child’s schedule. 


DEPARTMENT FOR THE DEAF 
\ 
In this department, many of the chil- 
dren are congenitally deaf. A few cases 
are the result of illness, such as scarlet 
fever and meningitis. Often these chil+ 


HANDICAPPED CHILDREN 
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dren are our most perfect physical speci- 
mens in other respects; the ones who 
cause the visitor to say, ‘‘What is the 
matter with that child? I can’t see any- 
thing wrong with him.” And that is 
just the way we hope he will continue to 
look, as alert and eager for life as his 
hearing brothers and sisters. 

The teaching in this department is 
strictly oral and no manual language is 
allowed. Children are admitted at the 
age of four vears in order to get a good 
start in lip-reading and speech before 
too many habit patterns are formed at 
home. 


DEPARTMENT FOR PARTIALLY SEEING 


In the department of sight conserva- 
tion, the teacher and the nurse help the 
child to learn to conserve what sight he 
has. In this department, no treatment is 
attempted at the school. Before admis- 
sion to the class, the child is given every 
possible help in the way of treatment or 
optical aid that will give him the best 
possible vision. Some books in clear 
type are available, but it is often neces- 
sary for the teacher to prepare a great 
deal of material on a large-type type- 
writer in order to facilitate ease of see- 
ing. Children begin to learn typing in the 
fourth grade and are soon able to prepare 
much of their own work on the type- 
writer, thus saving their eyes from much 
close work. In other instances, especially 
in the upper grades, a child with good 
vision will serve as a reader for several 
of his classmates who have defective 
vision. We believe that this kind of 
service among the children is helpful in 
their social adjustments. 


HEALTH SUPERVISION 


One of the regular school physicians 
from the elementary schools examines 
the children in grades 3B and 6A annu- 
ally, and also visits our school every two 
weeks during the year. A check-up is 
made at the close of each semester to 
determine which children are ready to 
return to their own buildings. 
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There are two schools of thought in 
regard to the place of physical treatment 
in a school program. One group be- 
lieves that treatment is the reason for 
the special school; therefore, the 
physical-therapy program should be 
considered first, and the time that is left 
in the school day given to an academic 
program. The other group believes that 
inasmuch as the special school will be 
the only school many of those children 
will ever attend, the academic program 
should be as strong as possible, giving 
only such time to the physical program 
as is necessary to keep the child in good 
health in order to carry on his school 
program. Smouse School adheres to the 
latter idea. We believe it is a psycho- 
logically sound idea and will help the 
child to regard his handicap in the 
proper light rather than the thing which 
warrants constant consideration. 

Physical therapists may have either of 
two backgrounds of training prior to 
their physical-therapy course: nursing 
or physical education. One who has had 
teaching experience as well naturally 
makes the best therapist for a school 
position. She understands the teachers’ 
viewpoint regarding classroom interrup- 
tions and can secure the teachers’ codp- 
eration in her program more easily. A 
nurse who is interested in a new field 
which will give her a chance for further 
development and growth will find a real 
challenge in the field of physical 
therapy in a school situation. In addi- 
tion to the new techniques which she will 
use in her work, she will find daily use 
for nursing techniques which are almost 
second nature to her. 

Many educators believe that if segre- 
gation of handicapped children is neces- 
sary, then a group of children with a 
particular handicap should be placed in 
a building with physically normal chil- 
dren where their contacts will be as 
normal as possible. Our objection to 
that theory is that sometimes the 
physically normal child, as well as the 
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normal adult, lacks an appreciation of 
the problems of the handicapped per- 
son; hence his well meant helpfulness 
tends to discourage the independence of 
the handicapped. 

In all types of physical handicaps 
among children, the greatest benefit an 
adult can bestow upon a handicapped 
child is to help him realize the joy of 
independence. Loving, overanxious 
mothers, who would do anything in their 
power for their children, little realize 
how they are contributing to a depend- 
ence on others which will make a very 
difficult adolescence and adult life for 
the child when their care is removed. 

We are in accord with the theory tha‘ 
because the handicapped child will have 
to live with physically normal people 
he should learn to adjust to that life. 
However, we believe that if a period of 
his school life can be spent in surround- 
ings best suited to his needs and with 
children among whom he can get his 
bearings and find a few things in which 
he can excel—in order to compensate 
for many things which he will never 
have in life—he will be better able to 
take his place in the so-called normal 
group. 

Beside the entrance to the patio of 
our school is a message from Dr. Smouse 
carved in stone. It serves as a challenge 
to teachers as well as children and we 
believe that its silent presence there has 
much to do with the spirit of the school: 
“Be steadfast and courageous; be brave 
and true; believe in yourselves and 
carry on.” 

Bess R. JOHNSON 


Principal, Smouse School, Des Moines, Lowa 


Epitror’s Note: As stated by the author, 
there is a difference of opinion among educa- 
tors regarding the social and psychological 
effects of special schools for handicapped chil- 
dren. In order to present both sides of the 
question, a second article describing another 
special school in an early issue will be followed 
by articles on the education of handicapped 
children in the regular schools. 

See page 256 for Biennial Convention notice 
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TWENTY-FIVE YEARS OF HEALTH 


PROGRESS 
By Louis I. Dublin, Ph.D., and Alired J. Lotka, 
D.Sc. 6llpp. Metropolitan Life Insurance Com- 


pany, New \ 


This review of the mortality expe- 
rience of the industrial policyholders of 
the Metropolitan Life Insurance Com- 
pany during the period 1911-1935 is a 
careful and comprehensive analysis of a 
group growing from 8,000,000 persons 
in 1911 to 17,000,000 in 1935. Al- 
though for the most part urban dwellers 
and wage earners in a variety of occu- 
pations, with an excess of females and 
of persons 1-19 years of age as com- 
pared to the population of the country 
as a whole, they constitute a sample 
from which many widely applicable con- 
clusions can be drawn. At various 
points in the study comparisons are 
made with the country at large so that 
it is possible to judge the extent to which 
the results can be applied. 

The initial chapters discuss the 
change in mortality from all causes and 
the trend in longevity through the quar- 
ter century. Then follow chapters on 
the principal communicable diseases of 
childhood, tuberculosis, influenza and 
pneumonia, cancer, cardiovascular renal 
diseases, diabetes, diseases of the puer- 
peral state, external causes of illness, 
and miscellaneous diseases of special 
interest. Death rates for each cause by 
color and sex are given for age-groups 
between 1 and 74 years. Trends of 
mortality for these groups over the 25- 
year period are also presented. In addi- 
tion, special topics relating to the par- 
ticular mortality cause under discussion 
are given; in the chapter on diabetes, 
for example, the influence of the use of 
insulin is shown. Standardized death 
rates are given throughout, but these 
must be interpreted with caution as they 
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are based only on the population 1-74 
vears of age. 

The volume is an important addition 
to the subject of mortality statistics, 
and all those using information from 
that field should become thoroughly 
familiar with its contents. 

J. H. WatTKINS 
New Haven, Connecticut 
ALCOHOL—ONE MAN’S MEAT 
By Edward A. Strecker, M.D., Sc.D., and Francis 

. Chambers, Jr. 230pp. The Macmillan Con 

pany, New York, 1938. $2.50, 

The problem of alcohol is a stagger- 
ing one in its gravity and magnitude. 
Nearly three-quarters of a century ago 
Charles Darwin made this statement: 
“Through the long experience of my 
father and my grandfather, extending 
over a period of more than a hundred 
vears, I have reached the conviction that 
no other cause has brought about so 
much suffering, so much disease and 
misery, as the use of intoxicating bev- 
erages.” This is as true today as it 
was when Darwin wrote it. 

In our struggle against alcoholism it 
is necessary to carry on an educational 
campaign among the masses on the sub- 
ject of the effects of alcohol on human 
function, physical and mental. Many 
popular treatises and articles have been 
written, but not all furnish the neces- 
sary and authentic scientific informa- 
tion. The book before us is among the 
best that have come to our notice, and 
in one respect, unequalled: it contains 
a most detailed and practical discussion 
of the psychotherapy of alcoholism—by 
far the most important phase of the 
treatment of that condition. 

This book should be a best seller and 
its message should be carried to every 
hamlet in the country. 

AaRON J. Rosanorr, M.D. 
Los Angeles, California 
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HEALTH UNDER THE “EL” 


The Story of the Bellevue-Yorkville Health Dem- 
onstration in Mid-Town New York 


By C. E. A. Winslow, Dr.P.H., and Savel Zimand 
03pp. Published for the Milbank Memorial Fund 
by Harper and Brothers, New York, 1937. $2.25. 


No person interested in public health 
will turn the last page of Health Under 
the “El” without catching from. this 
short volume something of the inspira- 
tion of the daily work done for the bet- 
terment of those who dwell among the 
skyscrapers of our greatest city. With 
this stimulating record of pioneer effort 
in coordinated health and social en- 
deavor the authors complete the trilogy 
which describes the Milbank Memorial 
lund demonstrations of the past decade. 

A reviewer is forced at the outset to 
congratulate the great metropolis on the 
obvious sincerity of the Foreword which 
appears over the signature of Mayor 
La Guardia. He points out that dollars 
cannot be compared with the results of 
bringing positive health and joy into the 
life of a child who has been pale and 
listless and apparently diseased. ‘This 
health program is sound economics, and 
sound finance, as well as sound citizen- 
ship and sound democracy.” 

The story is one of spending $900,000 
from 1922 to 1934 in planning and test- 
ing new techniques of urban health ad- 
ministration on a decentralized or dis- 
trict basis. The multiplicity of official 
and non-official health and _ welfare 
agencies serving this population of 
150,000 to 200,000 persons could prob- 
ably not be duplicated in any other area 
of like size. The difficulties of the task 
merely acted as a new challenge to a 
problem which had been recognized by 
the New York City Health Department 
as far back as 1915. 

The authors in a fast-flowing narra- 
tive sketch the local background, the 
growth of the idea, the program as it was 
evolved, and the triumph of establishing 
the plan as accepted municipal policy 
for the future. To have succeeded after 
twelve years of effort under four different 





mayors, four different commissioners of 
health, and apparently four district 
directors is, in the opinion of the writer, 
little short of miraculous. By 1945 it is 
expected that each of the great city’s 
thirty health districts will have its own 
health center building and administra- 
tive staff under official health depart- 
ment control. Special chapters tell 
their own stories in such fields as public 
health nursing, public health education, 
and the human side of field work. Well 
selected illustrations take the reader 
directly into the spirit of the text. 

The basic philosophy of this demon- 
stration is given in a quotation of Dr. 
Charles Wilinsky’s: “It has been well 
said that the fault of public health ad- 
ministration in large cities particularly 
was due to the fact that it was too far 
removed from the people that it attempt- 
* Similarly, rural pub- 
lic health work has shown the need of 
district units of a size which can func- 
tion under full-time trained health offi- 
cers but still remain close to the people. 

lf some determinations appear to 
have been set forth with a rather dog- 
matic finality in this volume—such as 
the conclusive nature of the demonstra- 
tion of the usefulness of the paper film 
in the screening of school children for 
early tuberculosis—they do little to de- 
tract from the essential value of the up 
and onwardness of the story as a whole. 
We should never expect that there can 
be a fixed public health program which 
will be reasonably adequate to meet the 
needs of the people. As we approach it, 
like an ideal, it recedes, and this is well. 
The true object of human society may 
well be the ‘‘good life” for the maximum 
number of persons. “Great buildings, 
industrial progress, governmental ma- 
chinery, are only means toward the end 
of better individual lives, lives which 
are physically strong, intellectually 
alert, emotionally satisfied, morally 
civilized.” 

HUNTINGTON WILLIAMS, M.D. 
Baltimore, Maryland 
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* A full-tuition scholarship in health 
education is offered again this year to a 
public health nurse, by the Massachu- 
setts Institute of Technology at Cam- 
bridge, Mass. This scholarship of $600 
covers the cost of tuition for the scholas- 
tic year, beginning in September 1938 
and closing in June 1939. 

The scholarship will be awarded to a 
candidate recommended by the National 
Organization for Public Health Nursing. 
The award will be based upon the nature 
and quality of the previous academic 
work of the applicant, the ability which 
she has already shown in professional 
work in the field of public health, her 
need of scholarship aid, and the probable 
value of her further contribution to 
health education. Consideration will be 
given only to those candidates who 
possess a bachelor’s degree. Those pos- 
sessing a degree may count their work 
at the Institute toward a Certificate in 
Public Health. 

The scholarship will be awarded in 
June 1938 and applications should be 
received not later than May 1. All 
those who are interested in this scholar- 
ship are invited to write to the National 
Organization for Public Health Nursing, 
50 West 50 Street, New York, N. Y., for 
application blanks. 


*A community nursing service for 
Northern Dutchess Health Service Area 
is to be established with its headquarters 
in Rhinebeck, N. Y., in the Northern 
Dutchess Health Service Hospital. 
Lulu St. Clair, Executive Secretary of 
the Joint Committee on Community 
Nursing Service, spoke at a meeting of 
the Area composed of individuals and 
representatives of organizations inter- 


ested in establishing this nursing service. 
She emphasized the fact that programs 
for nursing service should be based on 
the community’s needs for nursing care 
rather than the individual’s ability to 
pay for it, and that there is a need for 
experimentation and demonstration to 
determine what adequate nursing ser- 
vice means. 


® The Western Branch of the American 
Public Health Association will hold its 
ninth annual meeting in Portland, Oreg., 
June 6, 7, and 8. The program will be 
devoted to the discussion of public 
health matters of special interest to the 
West, and will present speakers of na- 
tional and western prominence. Inqui- 
ries should be addressed to Dr. William 
Levin, State Department of Health, 816 
Oregon Building, Portland, Oreg. 


® The National Congress of Parents and 
Teachers will hold its forty-ninth annual 
convention in Salt Lake City, Utah. 
May 15-20. The theme of the conven- 
tion will be “Changing Patterns for 
Group Living.” There will be clinic 
sessions devoted to parent-teacher or- 
ganization techniques, and consultations 
on common problems of the home and 
school relating to the welfare and edu- 
cation of children. 


® A study of current positions in inter- 
pretation and public relations in health 
and social agencies in the United States 
is to be made by the Department of So- 
cial Work Interpretation of the Russell 
Sage Foundation at the request of the 


Social Work Publicity Council. Both 
public and private agencies will be in- 
cluded. A census and analysis of posi- 
tions will be made as well as an appraisal 
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of community needs for interpretation 
services and an evaluation of available 
training opportunities in relation to 
present and future personnel require- 
ments. The study as a whole will be 
continued throughout 1938, but if pos- 
sible a preliminary report of the census 
of positions will be presented in June at 
the annual business meeting of the Social 
Work Publicity Council in Seattle. 


© The seventeenth annual meeting of the 
New Mexico State Association of Grad- 
uate Nurses will be held on May 2 and 
3 in Roswell. In addition to guest 
speakers for sectional meetings and joint 
sessions, A. Louise Deitrich will speak 
on travels in the British Isles and the 
International Congress of Nurses. Fol- 
lowing the meeting a two-day institute 
for public health nurses will be held. 


® The Awards Committee of the Social 
Work Publicity Council will cite for 
merit this year samples of effective in- 
terpretation through the written word— 
such as newspaper stories, annual re- 
ports, case books, letters for campaigns 
or in general correspondence, articles in 
professional publications or general mag- 
azines, submitted by agencies and indi- 
viduals. The material must have reached 
the public between April 1, 1937, and 
March 31, 1938. Entries should be in 
the hands of the Awards Committee, 
Social Work Publicity Council, 130 
East 22 Street, New York, N. Y., by 
April 15. The citations will be pub- 
lished in the June issue of the Council’s 
News Bulletin. 


® Better Parenthood Week, sponsored 
by The Parent’s Magazine, is being in- 
augurated the first week of May to link 
Child Health Day, May 1, and Mothers’ 
Day, May 8, in a new observance. An 


intensive effort will be made to educate 
parents regarding their duties to their 
children at home, in school, and in all 
Better 


other phases of their lives. 
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Parenthood Week has the codperation 
of the United States Children’s Bureau. 


® The Public Health Nursing Bulletin 
of the Iowa State Department of Health 
for October 1937 was devoted entirely 
to the subject of syphilis. One section 
is devoted to the part of the public 
health nurse in the syphilis and gonor- 
rhea control program, adapted from the 
“Functions in Public Health Nursing” 
prepared by the National Organization 
for Public Health Nursing (PUBLIC 
HEALTH NursING, November 1936). 
Special sections are devoted to the role 
of the public health nurse in the clinic, 
in industry, in the schools, and in a gen- 
eralized service. 


NEW APPOINTMENTS 
(For J.V.S. Appointments see page 260) 


Nellie L. Winey, Temporary Public Health 
Nurse for Orange County, Newburgh, N. Y. 

Ora B. Crow, Supervisor, Visiting Nurse Asso- 
ciation of Albany, Inc., Albany, N. Y. 

Lois Carleton, Medical Social Worker, Bellevue 
Hospital, New York, N. Y. 

Helen Latham, Instructor in Child Develop- 
ment and Parent Education, Children’s Me- 
morial Hospital School of Pediatric Nursing, 
Chicago, Ill. 

Marcella Kurliytis, Supervisor and Physio- 
therapist, Montana Children’s Home and 
Hospital, Helena, Mont. 

Mary P. Commins, School Nurse, American 
Red Cross, Abilene, Kans. 

Gladys Bustard, Relief Nurse, Western State 
Teachers College, Kalamazoo, Mich. 

Dorothy Howard, American Red Cross, Suf- 
folk County, Huntington, L. I., N. Y. 

Hazel Kuhns, Visiting Nurse Association of 
Greater Little Rock, Little Rock, Ark. 

Casrine Rufener, Visiting Nurse Association of 
Greater Little Rock, Little Rock, Ark. 

Ella Balderstone, Bellingham Visiting Nurse 
Association, Bellingham, Wash. 

C. Viola Hahn, Assistant Professor of Public 
Health Nursing, St. Philip School of Nurs- 
ing, Richmond, V2. 


A NEW STUDY 


The important study, “An Analysis of 
First Level Public Health Nursing in 
Ten Selected Organizations,’ by Pearl 
McIver, has been reprinted and copies 
are now available for $1 each. Although 
this study was made in 1934 the mate- 
rial is still most timely and valuable. 








